Some Variations in Therapeutic Exercise Terminology — LAWRENCE 


Planned Management for Rehabilitation of the 
Thoracic Surgical Patient — SHABART, HARMONY, and MOTTA 


Therapeutic Mirror — BRDLIK and BAILEY 
Exercises for the Disabled Hand: Deaf-Mute Alphabet — AARON 


Annual Statistical Reports 


Volume 36-Number 8 August 1956 


HYSICAL THERAPY ASSOCIATION. 


\ 

i 

. 

4 

x 

. 

: ik 


FOR PHYSICAL MEDICINE 
AND REHABILITATION 


REHABILITATION: SELF-HELP DEVICES: 
Walking Parallel Bars and Exercise Stair- For Activities of Daily Living: Toilet and 
cases of various designs; Posture Mirrors, Bathing Aids; Automatic Page Turner; 
single and triple; Gymnasium Mats in vari- Reachers; Eating Utensils and other A D L 
ous thicknesses and coverings; Bicycle Exer- Equipment. 
cisers; Restorator; Progressive Resistance 
Exercise Units; Quadriceps-Gastrocnemius- DIAGNOSTIC APPARATUS 
Footdrop Boots; Dumbbells; Indian Clubs; Chronaximeters; Dynamometers; Newman 
Wall Pulleys; Door Pulley Assemblies: Myometer; Goniometers; Oscillometers: 
Guthrie-Smith Suspension Apparatus; Thermocouples and Skin Thermometers. 
Stall Bars; Shoulder Wheels with height ad- Yew Ttem of Vuterest 
justment; Manuflex and Gym Kit; Kanavel ee ——— 
Table; Sayre’s Headslings; Ankle Exercis- THE NEW KEYSTONE SPLINT 
ers; Large selection of Treatment Tables; 
Tienes. seful in ambulation training of patients, 

particularly hemiplegics and paraplegics. 

INVALID EQUIPMENT: Also used in determining brace re- 
Everest & Jennings Wheelchairs; Hol!,- quirements and for ; 
wood Wheelchairs; Commodes; Walkers; immobilization ot sangeet 
Patient Lifters; Standing (Tilt) Tables; fractures. Made of 
Self-propelled Wheelstretchers; Large selec- washable preshrunk Ai 
tion of Crutches, hardwood and aluminum; materials: has hard- é i, i i ™~ 
Canadian Crutches; Tripod and Four- wood stays for knee WARE + Yn 


legged Canes. and/or hip stabiliza- ‘ 


HYDROTHERAPY —ELECTROTHERAPY: Com, © f 
Whirlpools { Hubbard Tank which can be placed 
Tor every use; u arc anks, ars 
Paraffin Baths; Hydrocollator Master 


Units and Steam Packs; Ries “Moistaire” ; 
Shortwave Diathermy — Consoles and Port- 
ables; Galvanic-faradic-sinusoidal Generat- 
ors; Ultraviolet Lamps; Infra-red Lamps 
and Bakers; Ultrasonic Generators. 


Write for 
Illustrated 
Literature 


Catalog 4395 — 


Price complete with jd 
CEREBRAL PALSY EQUIPMENT carrying case $33.50 


Wide variety of Stand-in Tables, Cut-out 


“ ~ With our la tock of j t 


Chairs; Standing Stabilizers; Crab Crutch- of prompt delivery. 
es; Skis; Crawler: Protective Helmets Write for Your Free Copy of our Illustrated Cata- 
(Headguards); Tricycles. log +1056 and for any additional information. 
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MEDI-SONAR CONSOLE-1050 


Dallans 

respected for more than 25 years 
for their many valuable 
contributions to the science of 
physical medicine, is constantly 


increasing the number and 
scope of its products, making it 
possible to offer one of the most 
complete lines available. 

All Dallons equipment is sold 
only through carefully selected 
franchised surgical supply dealers. 


MEDITHERM.1600 ULTRA VIOLET-600 For descriptive literature 
write to manufacturer 


For the Best in Medicol Electronics 
— Specify DALLONS 


5066 Santa Monica Bivd., 


' 

Please mail FREE literature to: ACL : 
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The makers of Wedcolalov 
proudly introduce the 3- 


MUSCLE STIMULATION AND 
ULTRA-SOUND 
SIMULTANEOUSLY 


THROUGH A SINGLE * 


THREE-WAY APPLICATOR, 


AN IDEAL COMBINATION AS AN ADJUNCT THERAPY 
tHE very poputar Wledcotalo® ror evectricat 
MUSCLE STIMULATION ond... 
stimulation and ultra-sound therapy 
through o SINGLE applicator, is the ULTRA-SOUND - - FOR MECHANICAL STIMULATION 


not too dissimilar physiological paral- PRODUCING STRUCTURAL HEATING ... ALL IN ONE 
COMPACT UNITI 


leling of applications and indications. 


“ TIMER OPERATES BOTH 
MEDCOLATOR AND 


ULTRA-SOUND. TREAT- 
MENTS MAY BE GIVEN 
SIMULTANEOUSLY OR 

F.C.C. Type INDIVIDUALLY. 


Approval No. U-135 


Available through your dealer. Write for COMPLETE information. 


MEDCO ELECTRONICS COMPANY, INC. 
Division — Medco Products Co., inc. 
— 3607 EAST ADMIRAL PLACE @ P. ©. BOX 3275-P @ TULSA, OKLA 
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EXERCISE & SHOULDER WHEELS 


PORTABLE MODEL 


The LaBerne Portable Exercise and Shoulder Wheel was de- % 
signed for over-bed or wheel chair use as well as in the Pe, 
Physical Therapy Department. Mounted on a “telescopic” j 3) 
tube with height adjustment with steel base and lock ¥ 
coasters. The wheel itself is mounted with swivel joint 

adjustable to five positions from vertical to horizontal, 

offering many exercises not possible with conventional 

wheels. The counter-balanced wheel is 24”, with an 

adjustable handle making available up to a 48” arc, and 

is mounted on roller bearings with sensitive resistance 

adjustment. Price $145.00 


WALL MODEL —_ 


The LaBerne adjustable height Wall Model Shoulder Wheel 
is a counter-balanced 48” wheel mounted on roller bear- 
ings and a “telescopic” tube. It is adjustable to any 
desired height and has an adjustable handle offering any 
desired arc from 12” to 48” with a sensitive resistance 
adjustment. Price $85.00 


Same as above without height adjustment, with wall 
plate mounting. $59.50 i 
All prices are F.O.B. factory, Columbia, S. C. 


La Berne Manufacturing Company, P. O. Box 5245, 


Al KOR Columbia, S. C. Phone 2-8609 
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INCREASING 
EVIDENCE 


supports 


the value of... 
ULTRASONICS 


BURDICK ULTRASONIC UNIT 


concerning indications, techniques and advances in the use of 
ultrasonic therapy are speedily accumulating. These reports re- 
inforce earlier evidence of the value of ultrasonic therapy in pain- 
ful joint, muscle and nervous conditions and refine many of its 
applications for more effective treatment. 


They describe experience with ultrasonic treatment of such con- 
ditions as radiculitis, spondylitis and sciatic neuralgia as well as 
the standard indications of bursitis, sprains, rheumatoid arthritis 
and osteoarthritis. 


Engineered to Burdick’s traditional high standards, the Burdick 
UT-1 Ultrasonic Therapy Unit provides an instrument designed 
to meet the most advanced technics of ultrasonic treatment. 


We Shall Be Glad to Send You Abstracts of These Reports. Please Write: 


THE BURDICK CORPORATION MILTON, WISCONSIN 
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Custom Made 


CEREBRAL PALSY 


CONTROL BRACES 


BY THE 


C DENISON 
ORTHOPAEDIC APPLIANCE CORP. 
(Ortho. Appl. Atlas— Pages 521-535) 


To Obtain 
DENISON’S C. P. BRACES 
Ask Your Local Orthopaedic 
Appliance Representative 


In areas where Representatives 
are not available, please 
contact us direct 


TRAINING AIDS CATALOGUE 
available on request. 


220 West 28th Street 
Baltimore 11, Maryland 


Georgia Warm Springs Foundation 


GRADUATE COURSE 

Physical Therapy and Occupational Therapy 
in the Care of Poliomyelitis 
This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or American Registry of Physical 
Therapists, or American Occupational Therapy Asso- 
ciation. 

ENTRANCE DATES: First Monday in January, April 
and October. 

COURSE I—Emphasis on care of convalescent 
neuro-muscular disease with intensive training in 
functional anatomy, muscle testing, muscle reeduca- 
tion and use of supportive and assistive apparatus. 
This course is complete in itself. 

COURSE II—Three months duration with Course | 
prerequisite. Emphasis on care of severe chronic 
physical handicaps with intensive training in re 
sumption of functional activity and use of adaptive 
apparatus. 

IN-SERVICE TRAINING PROGRAM~—Fifteen months 
duration at salary of $225 per month pius full main 
tenance, increasing to $250 per month at the com- 
pletion of nine months. This program includes train 
ing in Course I and II. 

TUITION: None. Maintenance is $100 per month. Fo: 
scholarship to cover transportation and maintenance 
for Courses I and II, contact National Foundation for 
Infantile Paralysis, Inc., 120 Broadway, New York 5. 
New York. (Scholarships require two years of ex 
perience. ) 

For further information contact: 


Robert L. Bennett, M.D., Medical Director 


Georgia Warm Springs Foundation 
Warm Springs. Georgia 


Encourage Independence 


with X-TEND 
Longhandled Toothbrush 


An invaluable health device, one of several we 
have designed specifically for the physically disabled 
with limited range of motion in arms, shoulders, or 
hands. 16” long, with varied connection to set tooth- 
brush at 45° or 90° angle, as desired. Made of 
tubular aluminum, with safti-grip handle and spe- 
cial replaceable toothbrush. Complete prepaid in 
U. S$. $1.95 each 
DISCOUNTS to Recognized Hospitals and Institutions 
One of many items DESIGNED for the Physically 
Disabled, shown in our catalogue offered below. 


FASCOLE CORPORATION 


Shopping Center for the Physically Disabled 
229 Fourth Avenue, New York 5, N.Y. 


FREE NEW CATALOGUE “A New Shopping Center for the 
Physically Disabled” offers a complete line of intimate, 
personal items and self-help devices for paraplegic, dis- 
abled, ond recuperating persons. WRITE ON YOUR 
LETTERHEAD NOW. 


SEND FOR 
“Your CATALOG OF 


TOMAC 


Ultrasonic Generators 
For inducing micro-cellular 
vibration. May be applied directly 
with mineral oil or under water 
Frequency of oscillations remains 
constant— however, intensity of 


Rehabilitation Producte. offers you vibrations through quartz crystal 
_most complete variety of advanced 
and 


approved by FCC. Approved by 
Underwriter Laboratories. 


tion and service facilities. 
So send for your 


Effortless lifting of patients 
Power driven, easily operated. Folds to 11%”. in prone or seated positions at the touch 
Ideal for patients unable to propel wheel chairs. of simple hydraulic controls. Insures easy, 
Operates and maneuvers with fingertip, foot, safe, and comfortable movement from bed 
or chin controls, at speeds up to 5 MPH. to wheel chair, automobile, and bath. 600 


Climbs 7° ramp. Brakes. set automatically Ibs. lifting capacity. Adjustable base width. 
when power is off One of many patient lifts in the RP Catalog. 


Canes To receive your Rehabilitation Products Catalog, 
complete ond mail this 
~ # Patients are assured of just coupon 
constant stability with 
Tripod Cane (at left). 
All three feet are kept . ehabilitation roducts 


in contact with the floor 
at all times by the 
flexible rubber mount. 


Division of American Hospital Supply Corporation 
Department PT 
2020 Ridge Avenue, Evanston, lilinois 


Dear Sirs: 
‘ Please send me a copy of the Rehabilitation Products 

Canadian Crutches (a: righ: Catalog. 

Lightweight, but strong aluminum 

and easy to handle. Adjust from 

28%" to 35”. Hinged arm band 

Also available in lightweight steel, 


flexible (but not hinged) arm band. 


Name Title 


Orgeniseti 


(Name of hospital, clinic, etc.) 


Address 
City and Zone. 
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VERY NAIVE INDEED 


Are those who expect to be 
able to superimpose the mul- 
tiplicity of today’s usage and 
technic upon a “four-legs-and- 
a-top” therapy table “stand- 
ard” that WAS also the “stand- 
ard rubdown table” of OVER 
ONE CENTURY AGO. 


USE----—— 


(YOUR PERSONAL TABLE) 


THIS CENTURY’S TABLE... 
designed FOR THIS CENTURY’S TECHNIC 


Through Your Dealer or Order Direct From 1706 Geddes Ave., 


PHYSICAL THERAPY EQUIPMENT INC. ANN ARBOR, MICHIGAN 


PHYSICAL THERAPY 


Your Emblem 


PRICE: ONLY 25 CENTS 


New use of blue and gold 
makes this emblem more 
effective. 


Your Fin 
PRICE: $4.50 
Illustrations New lightweight pin is 


Actual size more attractive. 


AMERICAN PHYSICAL THERAPY ASSOCIATION 
1790 Broadway, New York 19, N. Y. 
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Now moist heat can be applied conveniently, 
effectively and with a minimum investment in 
equipment. No dripping, no wringing, no re- 
peated applications. Each application gives 
at least 30 minutes effective moist heat. The 
Steam Pack is merely heated in water, wrap- 
ped in a towel, and applied. Standard equip- 
ment in leading hospitals and clinics across 
tthe nation. 
ss DESCRIPTIVE MATERIAL ON REQUEST 

» CHATTANOOGA PHARMACAL CO., INC. 
CHATTANOOGA 5, TENNESSEE 


Four all stainless SS — 6 Pack 


steel models tc 
meet the various re- ; E-1 \ 
quirements in hos- Pack 4 Peck 
pitals, clinics, phy- 
sicians’ offices, and 
patients’ homes. 
Automatically main- 
tains Steam Packs in 

water at proper 
temperature — con- 

stantly ready for 4 
immediate use. No = 
plumbing used. 


| |4 
- ty 12 Pack Mobile Unit 


Announcing 


GRADUATE PHYSICAL THERAPY 
TRAINING PROGRAM 


Respiratory Center for Poliomyelitis 
Rancho Los Amigos Hospital 


Beginning Dates: First Tuesday in September: first Monday in March of each year. 
Duration of Training: Six months. 

Maintenance Salary: $246.00 per month. 

Housing: Rooms and meals available at the Hospital at minimum cost. 


Description of Training: A comprehensive six months’ on-the-job training program 
for graduates of approved schools of physical therapy. Emphasis will be 
placed on the rehabilitation of patients with various neuromuscular disabilities 
and the severely involved polio patient. 


Address Communications to: 


PuysicaL THERAPY INSTRUCTOR 
Rancuo Los Amicos 


Hondo. California 
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Publications and Reprints 


RECRUITMENT 


Physical Therapy Offers You a Rewarding Career — 
An illustrated brochure with information for pros- 
pective students about physical therapy, the course 
of study, and opportunities for a career. 

Physical Therapy Programs—1956—A list of schools 
approved by the Council on Medical Education and 
Hospitals of the American Medical Association. 

Sources of Financial Assistance for Physical Therapy 
Students — 1956. 

Poster: Join Ranks in a Proud Profession—Career 
poster for bulletin boards. 


Career Facts—A brief on needs and opportunities. 


Physical Therapy Record—A news tabloid with pictures 
depicting work of physical therapy for lay groups. 


Open House Plans and Suggestions—A practical easy- 
to-use guide for a physical therapy department Open 
House for prospective students. 


ORGANIZATION 


Code of Ethics of the American Physical Therapy Asso- 
ciation. 


Personnel Policies for Physical Therapists. 


Use of Nonprofessional Personnel —An_ illustrated 
pamphlet to assist the physical therapist to determine 
the need for nonprofessional personnel and to give 
guidance on inservice training and utilization. 


Approved Schools and Courses of Physical Therapy 
1928-1954. 


Essentials of a Hospital Department — Physical Therapy 
(To members 25¢). 


State Registration of Physical Therapists—Abstracts of 
state laws regarding registration of physical therapists. 


Chapter Directory —List of chapter presidents and 
secretaries and district chairmen. 


SCIENTIFIC REPRINTS 


(15¢) 
Active Games for Physically Handicapped Children — 
Gump and Yuen-Hung Mei (10¢) 


Education for Childbirth: With Emphasis on the Role of 
the Physical Therapist — Flanagan, Heneage and Ashe 


Home Care Instructions — Olmsted 


(15¢) 
Administration of a Community Rehabilitation Center 
— Furscott (10¢) 


Evaluation of Strength and Motor Development in In- 
fants — Zausmer (20¢) 


Physiology of the Heart and Circulation and Its Clini- 
cal Application in Physical Medicine—a bound 
edition of papers by nine authors with an introduction 
by Harry D. Bouman, M.D., Coordinator. (50¢) 


Physical Therapy Program for the Upper Extremity 
Amputee — Jampo! (10¢) 


Physical Therapy in a Small Hospital — Stamm  (15¢) 


VISUAL AIDS 


The following visual aids are available on loan to 
members and chapters upon request. They should be 
requested one month in advance of the date to be shown 
and return shipping costs must be paid by the borrower. 


Peripheral Nerve Injuries: Upper Extremity — A set of 
17 black and white 3% by 4 inch slides illustrating 
nerve injuries of the upper extremity. 


Recruitment 


Within Your Hands— Black and white 17% minute 
sound picture depicting the education and opporiuni- 
ties for the profession of physicai therapy. Each 
chapter (and district) also has a copy of this film. A 
special 144% minute version for telecasting is avail. 
able from the National Office. 

Physical Therapy, A Career of Science and Service —A 
color filmstrip to interpret physical therapy to high 
school students and lay groups. Each chapter (and 
district) has a copy of this and additional copies may 
be purchased from the National Office at $4.50 per 
print. 


Professional 
Slides 


Underwater Exercise — A set of 26 Kodachrome slides 
made at the Orthopaedic Hospital in Los Angeles de 
scribing equipment and technics of underwater exercise. 


Special Issues of the Review 
Polio Issue (July 1951) (25¢) 
Polio Issue (July 1952) (25¢) 


Polio Issue (July 1953) —50¢ (10 to 50, 35¢; 50 o 
more, 25¢) 


Cerebral Palsy Issue (February 1952) (25¢) 
Functional Issue (November 1949) (254) 
Rehabilitation Issue (50¢) 


Abstracts Reprinted 


“Haltung,” an Abstract from Body Posture by Magnus, 
and “Head Posture and Muscle Tone,” Clinical Observa- 
tions by A. Simons, abstracted by Signe Brunnstrom, 
have been reprinted in one pamphlet. 

Reprints can be ordered from the American Physical 
Therapy Association, 1790 Broadway, New York 19, New 
York. The cost of the pamphlet containing both ab- 
stracts is $1.00. 


All requests should be addressed to 
American Physical Therapy Association 
1790 Broadway, New York 19, New York 


514 


LEWIN. 
COTTON COLLAR 
CAMP 


CAN BE USED IN CASES OF: arth- 


rities, fibrositis, brachial neurop- 
athy, radiculitis, the neck-shoulder- 
hand syndrome, muscle injuries 
and subluxation of vertebral articu- 
lar facets. 


HELPFUL IN: taking X-rays in cases 
of acute injuries, in infections, ex- 
posure to cold and dampness, 
neurologic lesions, poliomyelitis, 
and post-operative care. 


HAS BEEN USED: in cases of cer- 
tain ear conditions, in cases where 
casts or braces were formerly used, 
in occipital neuritis and painful 
swallowing. The Lewin Cotton Col- 
lar has also been used in conjunc- 
tion with the Jackson Pillow or head 
traction or with the Tractolator. 

SUPPORTS, PREVENTS FURTHER INJURY, PRO- 
TECTS AGAINST DRAFTS. HELPS RETAIN BODY 


HEAT, COMFORTABLE. CREATES MILD TRAC- 
TION, REMINDS PATIENT TO BE CAREFUL. 
*As described in THE JOURNAL OF THE AMERI- 


CAN MEDICAL ASSOCIATION, Vol. 155, No. 
13, July 24, 1954. 


‘CAMP. 


SUPPORTS APPLIANCES 


Now... precise, repeatable, 
easily obtained results for... 


and 


of disorders 


move. CH-3 


VARIABLE PULSE GENERATOR 
and CHRONAXIE METER 


new advanced electronic design 
chronaxie tests e strength duration curves 
other electrodiagnostic procedures! 


In chronaxie tests, procedures are 
simplified . . . results are obtained 
with minimum instrument manipula- 
tion, through automatic current-doubling. 
All testing procedures are expedited . . . 
results are accurate, repeatable, mean- 
ingful. The new automatic constant cur- 
rent control circuit eliminates error due to 
variations in patient and electrode resist- 
ance. Also, peak output pulse current is 
constantly clearly indicated on a large 
meter to further facilitate electrodiag- 
nosis. For complete information, write: 


@ t e C a corporation 


80 Main St. White Plains, N.Y. 
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June 5, 1956—Aboard the San Francisco 
Super Chief en route to Chicago, Boston, 
then New York for Second Congress, W orld 
Confederation for Physical Therapy. 


I WOULD LIKE TO BE A CHARLATAN 


None the less—for thirty years it has been rough 
on me (no sympathy or flowers expected ) but, if 
and when I retire I am not going in for raising roses, 
fishing or golfing—I am first going to start a new 
company, get my capital by selling stock at 10¢ 
per share to all the widows and orphans (I will 
use none of my dough, of course) then I am going 
to bring out some sort of medical gadget that re- 
quires no P.T.’s to run it—has lights, buzzers, bells 
and horns, it will cure everything and, what's more, 
it wiil be sold on “easy terms.” My job?—all I 
will do is sit back and gloat and like Liberace, wear 
myself out toting money to the bank. 

I suppose that you wonderful dedicated guys and 
gals sometimes feel about the same way when for 
weeks or months you have given your skill, your 
heart and energy to some patient who, though pro- 
gressing favorably, seems to resent your every effort. 
Then about that time your chief gives you the busi- 
ness because his lady made him lousy coffee that 
morning—or the hospital administrator just had 
your chief on the carpet and refused to accept the 
new budget for the Physical Therapy Department; 
or, perhaps someone sent him a patient with a B 

For thirty years now (good gracious! I’m no giving detailed instructions on what and how to 
longer a young man) I have been designing, mak- administer physic al medicine. When I get around 
various devices that were and are to being a medical equipment charlatan, I will let 
you know. 


ing and selling v ' 
tools of healing for the medical profession. 


Invariably, these devices have been proved by e 
physicians dedicated to their profession, both at 
the laboratory and the clinical level. In each case There isn’t much space left for advertising. Any- 
thousands and thousands of people have been jw until I get around - 
treated for some disorder or another by these com- 4, making an official an- 
petent medical investigators, and the use of these 
tools of therapy proved valuable beyond question. jy above mentioned retire- 


Always the equipment I have had anything to do ment program—better buy 
with has been the finest that engineering talent pI RTCHER “‘Honest 
could produce. VALUE, SINCERELY  Pre- 
I have furnished the medical profession with re-  cpyppp.” 
prints galore from their distinguished colleagues. 
Yet all physicians (and P.T.’s) were born, raised 
and educated in Missouri, since none believed the 
published works of their most capable and recog- p e 
nized colleagues, but most of them procured the Catacl Luter 
equipment on “trial”—to prove the method for him- wtiiaaaeameses 
self. Perhaps this is healthy and God bless the PRESIDENT 
physician who is a reasonable and sensible skeptic. 


Cordially, 


WORLD'S LARGEST VOLUME PRODUCER OF ELECTRO-MEDICAL-SURGICAL DEVICES 
4371 Valley Boulevard, Los Angeles 32, California 
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Some Variations in 
Therapeutic Exercise Terminology 


Dorothea Lawrence, Major (USAF), (MSpC) 


The purpose of this study was to define certain 
terms used in therapeutic exercise, to clarify 
the terminology, and to obtain current opinions 
regarding the concepts of some of the many 
terms used in physical therapy literature and 
textbooks. To accomplish this, data was collected 
by means of a questionnaire from physical 
therapy schools and from selected representatives 
in the physical therapy field. 

As a preliminary step, a questionnaire was 
sent to physical therapy directors of the 33 
approved schools to obtain a working list of 
books currently used in the teaching of thera- 
peutic exercise and kinesiology. Twenty-four of 
the physical therapy directors answered and re- 
turned the questionnaires. This working list of 
books was reviewed for ambiguous or contro- 
versial terms and concepts. 

It was decided to limit these terms and concepts 
to the general field of therapeutic exercise and 
not to explore specialized fields. Terms were 
selected which seemed to lend themselves to this 
type of study. Various groupings and forms of 


Excerpt from “Variations in Therapeutic Exercise 
Terminology.” Thesis submitted to the School of Educa- 
tion, Department of Hygiene, Division of Physical Therapy 
of Stanford University, 1954. 


questions were used in an attempt to determine 
currently preferred usage. Terms and concepts 
selected were formulated into a list to be sub- 
mitted to a jury or panel. 

The Advisory Committee to the Department of 
Professional Education of the American Physical 
Therapy Association was asked to help in the 
study by selecting a number of representative 
persons in the field of physical therapy to offer 
opinions on terminology. Each of the six mem- 
bers of the Advisory Committee was asked to 
suggest four persons to act on the panel which 
would help to determine the currently preferred 
usage of terms from the compiled list. From 
the names submitted, 23 persons were selected 
to receive questionnaires. All of these had physi- 
cal therapy training, and three had medical 
training as well. 

From the source material, derived from the 
survey, a list of terms and concepts was prepared 
and sent in the form of a questionnaire to the 
selected representatives; 2] questionnaires were 
returned. Preferred terms and definitions as 
selected by the panel were tabulated into a final 
glossary on the basis of their opinions. The com- 
pilation is presented here in the general form 
that was used in the terminology questionnaire. 
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Section I. MoveMENTs 


Joint motion can be satisfactorily described in 
one of two ways, namely, either with reference to 
the joint in which the motion takes place or 
with reference to the part being moved (for 
example, “elbow flexion,” or “forearm flexion”). 
In relatively simple single joints as the hip, 
knee, ankle, and elbow the movement is easily 
understood and no problem arises. Even in the 
relatively complex multiple-joint area of the 
wrist there is little difficulty, although more con- 
fusion may arise in the foot and shoulder areas 
regarding precise description of motion. 

Since questions have arisen regarding the 
description of motion by part or joint, this 
point was considered in the review of the 
literature. It was found that of all texts re- 
viewed, Gray’s Anatomy of the Human Body, in 
its myology section, was the only text that con- 
sistently referred to motion in terms of the part. 
All the other authors used part and joint inter- 
changeably. 

In the following section, related items have 
been grouped for discussion. Returns of the 
questionnaires have been tallied to indicate pre- 
ferred terms. Additional terms written in by 
panel members are marked by an asterisk (*). 
The tally is followed by pertinent observations 
from the literature and finally, comments from 
persons replying to the questionnaire. Some 
discrepancies in totals of first choices will be 
noted. In these incidences, the panel members 
either had no preferred usage or used two like 
terms interchangeably; examples of this are 
noted in comments written by panel members 
following each section. 


Upper extremity 


Shoulder 
1. The upward movement of the humerus in the 
lateral plane. 
Choices Ist 2nd 
a. abduction 21 
b. elevation 
c. sideward elevation l 
2. The downward movement to the side in the 
lateral plane. 
Choices Ist 2nd 


a. adduction 21 
b. extension 
c. depression 


d. retraction 


Wells’ kinesiology text used the term “extreme 
abduction,” but not “elevation” which is some- 
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times used to describe movement of abduction 
from the horizontal position upward. 

Stone, who recently revised Bowen's kinesi- 
ology text, described adduction as normal de- 
pression of the arm and said it is the exact 
reverse of elevation. 

In one of the school syllabi returned with the 
first questionnaire sent to the approved schools 
of physical therapy, the following terms were 
found: “lateral arm raise” (abduction) and 
“lateral arm swing” (elevation). 

3. The upward movement of the humerus in the an- 
teroposterior plane. 


Choices Ist 2nd 
a. flexion 19 
b. elevation 2 
c. forward-elevation 
d. forward-flexion 


4. The downward movement of the humerus in the 
anteroposterior plane to the side of the body. 


Choices Ist 2nd 
a. depression 2 
b. extension 18 
5. The backward movement of the humerus from 
the side in the anteroposterior plane. 
Choices Ist 2nd 
a. extension > 3 
b. hyperextension 16 2 
c. retraction 
d. backward swing 2 
Hollinshead stated that “dorsiflexion” and 


“hyperextension” are plainly synonymous as 
they both designate movement in the same 
direction. Kranz described shoulder motion as 
follows: “elevation,” movement of lifting the 
humerus to front horizontal position; “depres- 
sion,” the return from front horizontal position; 
“flexion,” the drawing of the humerus from side 
horizontal to front horizontal position. 

Stedman’s Medical Dictionary gave the terms 
“hyperextension” and “superextension” as 
synonymous. The term superextension was not 
found elsewhere in the literature reviewed. 

Wright preferred “retraction” as the term 
describing the act of bringing the arm to the 
side from the front (extension), and “hyper- 
extension” as movement backward beyond the 
side. 

Stone did not list hyperextension as one of 
the motions of the shoulder, but later stated 
that 45 degrees of hyperextension are possible 
in this joint. 

Neither Morris’ nor Gray’s anatomy text used 
the term “hyperextension.” 
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6. The turning or rolling of 
the humerus away from the bedy. 


Choices Ist 2nd 
a. outward rotation 3 9 
b. lateral rotation 6 2 
c. external rotation 12 6 
d. outer rotation 
e. supination 
The turning or rolling of the anterior surface 

of the humerus toward the body. 

Choices Ist 2nd 
a. medial rotation 6 2 
b. inward rotation } 7 
c. internal rotation 1] 7 


d. pronation 


Many of the authors reviewed used inward, 
internal, and medial rotation and outward, ex- 
ternal, and lateral rotation interchangeably. 

The variety of selection by panel members of 
terms for rotation was more than that for other 
terms describing movements. On the basis of 
first choices. most favored were “external” and 
“internal” rotation, followed by “lateral” and 
“medial.” with “inward” and “outward” least 
favored although this was a popular second 
choice. One person designated all three as 
choices, possibly indicating no preference. 


8 The movement of the humerus in a_ horizontal 
plane from posterior to anterior. 
Choices Ist 2nd 
a. horizontal adduction 18 1 
b. horizontal flexion adduction l 1 
ec. horizontal swing 2 


d. flexion 


9. The movement of the humerus in a_ horizontal 
plane from anterior to posterior. 

Choices Ist 2nd 

a. horizontal abduction 18 ] 

b. horizontal extension abduction l 1 


ce. horizontal swing backward 2 
d. extension 


The two anatomy texts most preferred by the 
schools—those of Gray and Morris—did not 
use the terms “horizontal adduction” and “hori- 
zontal abduction” to describe shoulder move- 
ments. 


Wells described the horizontal sideward-back- 
ward swing of the arm from forward horizontal 
position as “horizontal extension abduction” and 
the opposite as “horizontal flexion-adduction.” 


Further comments made by panel members 


on shoulder motions were as follows: 


We make every effort to use strictly anatomical 
and physiological terminology as used in medical 
textbooks. A few terms used such as “horizontal 
abduction and adduction” and “elevation” of the 
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arm we consider necessary to accurately describe 
the motions. 


Regarding the total mechanism of arm move- 
ment: 


In the area generally referred to as the “shoulder” 
there is no single joint and no single moving part. 
Rightly or wrongly in general usage, the word has 
a connotation or meaning which is very general in 
character. One speaks of “round shoulders.” the 
“high shoulder” of the scoliotic, and the “shoulder 
girdle.” Within the area there are several moving 
parts. There is more than one part which can 
abduct, elevate, rotate, etc. It thus seems necessary 
to specify either the joint or the moving part. To 
refer to “gleno-humeral abduction” would be awk- 
ward and inaccurate. Therefore, we prefer the simple 
and readily understood terminology of “arm” ab- 
duction, “arm” flexion, ete., recognizing that such 
arm movements require participation of other mus- 
culature and joints. 


Wrist 


10. The movement of the back of the hand toward 
the back of the forearm. 


Choices Ist 2nd 
a. extension 16 2 
b. hand extension ] 
c. dorsiflexion 2 6 
d. hyperextension 2 2 


e. flexion 


ll. The movement of the palm of the hand toward 


the front of the forearm. 
Choices Ist 2nd 
a. flexion 19 l 
b. palmar flexion 2 5 
c. hyperextension 
d. volar flexion 2 
e. hand flexion 


Hollinshead used the term “dorsal flexion” as 
synonymous with “hyperextension” at the wrist. 
Beevor, Scott, and Gray's anatomy text did not 
use the term “hyperextension” to describe 
motion of the wrist. 

Six of the panel members indicated they pre- 
ferred the term “extension” to indicate motion 
of the hand to the midline, and the term “hyper- 
extension” for motion beyond. One of these 
added the comment that “this motion actually 
occurs between the two rows of carpals (trans- 
verse midcarpal articulation) .~ 


12. The movement of the hand in which the little 


finger approaches the ulnar side of the forearm. 
Choices Ist 2nd 
a. adduction G 1 
b. ulnar flexion 2 1 
ce. ulnar abduction 1 1 
d. ulnar adduction 1 
e. ulnar deviation 11 6 


13. The movement of the hand in which the thumb 
approaches the radial side of the forearm. 


ber 
bd 
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Choices Ist 2nd 
. abduction 9 
b. radial flexion 2 l 
ec. radial abduction l 2 
d. radial deviation 11 6 


In Morehouse and Cooper's kinesiology text. 
the following terminology was found: “flexion 
(dorsiflexion)” and “hyperextension (volar 
flexion).” Hollinshead used the following terms: 
radial abduction and ulnar abduction: radial 
deviation or abduction; ulnar abduction or ad- 
duction. 

Mackenzie described the movements as radial 
abduction and ulnar abduction of the hand at 
the wrist joint. In Morris’ anatomy text, abduc- 
tion of the hand ulnarward and radial abduction 
were found. 

One of the members of the panel pointed out 
that ulnar and radial deviation are used to pre- 
vent confusion when the motions are done in the 
pronated position of the forearm. 

14. The movement of the palm of the hand toward 


the front of the forearm obliquely in the direction of 
the ulna 


Choices Ist 2nd 
a. flexion with ulnar deviation 16 l 
b. ulnar deviation _ — 
c. ulnar flexion 3 1 
*d. flexion with adduction 1 — 
*e. flexion and adduction l 


It was interesting to note that the panel pre- 
ferred the term “flexion with ulnar deviation” 
even though it was found in only one textbook 
reviewed. 


Thumb 


15. The movement of the thumb 
index finger in the plane of the palm. 


away from the 


Choices Ist 2nd 
a. extension 1] 
b. hyperextension 
ec. abduction 7 
*d. abduction in plane of palm 3 
*e. radial abduction l 


16. The movement of the thumb away from the palm 
at a right angle to the palm. 


Choices Ist 2nd 
a. abduction 12 - 
b. extension 
*c. abduction at a right angle 
to the palm 2 - 
*d. median abduction 1 -- 
*e. opposition ] - 
17. The movement of the thumb toward the index 
finger in the plane of the palm. 
Choices Ist 2nd 
a. adduction 9 - 
b. flexion 10 
*c. adduction in plane of the paim 2 -- 


THerapy Review 


Vol. 36. No. 8 


18. The movement of the thumb toward the palm 
at a right angle to the palm. 

Choices Ist 2nd 

adduction 1S 

b. flexion 4 

*c. adduction at right angles to 

plane of palm 2 

*d. right angle adduction 2 


Morris’ anatomy text used the term “reposi- 
tion” as the reverse of opposition. This term was 
not found in any other reference source. 

Wells described the movements of the thumb 
as follows: “movement forward at right angles 
to the palm” as flexion: abduction as “the 
lateral movement of the thumb away from the 
palm”; extension as “ the return from flexion 
to the palm”; hyperextension, “ when the thumb 
crosses the palm.” Although this was the most 
widely used kinesiology text, the majority of 
questionnaire replies did not follow Wells’ 
description of thumb motion. 

Comments written in by panel members on 
this section were as follows: 

| am presuming these thumb movements are 
those which occur at the carpometacarpal joint. 


Abduction in the plane of the palm is part of 
circumduction at the first carpometacarpal joint, 
while abduction at a right angle to the palm is 
true abduction at the first carpometacarpal joint. 


To me, flexion means bending the thumb at the 
distal or proximal joint or both. Adduction means 
bringing the thumb toward the index finger indi- 
cating motion of the metacarpal regardless of plane. 
Therefore, I mark both 17 and 18 as adduction. The 
normal motion is usually about midway between the 
two planes mentioned. 


On the basis of the literature reviewed and 
questionnaire returns, including the several terms 
added to the prepared list. it would appear 
that the description of thumb motions 
further clarification and study. 


needs 


Lower extremity 


Hip 
19. The backward movement of the femur in the 
anteroposterior plane beyond the midline. 
Choices Ist 2nd 
. hyperextension 15 2 
b. extension 5 1 


c. overextension ins 
d. dorsiflexion 
e. hyperextension beyond the 

anatomical position l 


Mackenzie described this motion as “further 
extension (dorsal flexion)” and not as hyper- 
extension. 


Scott stated there is no hyperextension at 
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the hip joint. Stone maintained it is impossible 
to overextend the hip joint and did not use 
hyperextension as a term to describe motion of 
the hip. 

As was mentioned previously in relation to 
the shoulder area, the term hyperextension did 
not appear in the anatomy texts of Gray or 
Morris. 

One panel member commented that this move- 
ment in the hip joint is an exception, not a rule, 
and if present is termed hyperextension. 

20. The inward movement of the femur beyond the 


midline in the lateral plane. 
Choices Ist 2nd 


a. hyperadduction 1 
b. adduction 18 
*c. cross adduction l 
*d. adduction beyond anatomical 
position l 


21. The turning or rolling of the anterior surface of 
the femur away from the body. 
Choices Ist 2nd 


a. external rotation 12 5 
b. lateral rotation 6 2 
c. outward rotation 3 8 


22. The turning or rolling of the anterior surface of 
the femur toward the body. 
Choices Ist 2nd 


a. internal rotation 12 5 
b. medial rotation 6 2 
c. inward rotation 3 8 


Only one reference was found which suggested 
a special term for hip adduction beyond the mid- 
line, “hyperadduction” (Wells). Two members 
of the jury suggested terms in answer to the 
questionnaire, but apparently there is no general- 
ly accepted term in use at present to describe 
this motion apart from “adduction.” 

Terms selected to describe hip rotation were 
similar to those for shoulder rotation discussed 
previously. As before, “external” and “internal” 
rotation seem to be the terms o: choice. 


Trunk 
23. The bending of the trunk anteriorly. 


Choices Ist 2nd 


a. bending forward - l 
b. flexion 14 — 
c. forward flexion 5 5 


*d. trunk anterior flexion 1 
*e. forward bending 1 
*f. antiflexion l 
24. The bending of the trunk posteriorly. 
Choices Ist 2nd 
a. backward flexion - - 


b. backward extension 
extension 14 
d. hyperextension 10 


e. bending backward 
f. dorsiflexion 
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The bending of the trunk laterally. 


Choices Ist 2nd 

. abduction (right or left) 
b. lateral flexion 

c. side flexion (right or left) 

d. sideward bending 2 

e. lateral bending 3 3 

*f. side bending l 


Nine persons answering the questionnaire indi- 
cated they made a distinction in the areas of the 
spine for which the terms “extension” and 
“hyperextension” were used. Six made no such 
distinction. Several comments were made in this 
respect, of which two are typical: 

Hyperextension occurs in the cervical and lumbar 
regions but not in the thoracic region. I prefer 
“extension” as meaning the return from flexion 
and “hyperextension” as the posterior movement 
in the anteroposterior plane. 

Extension refers to action in the dorsal spine 
from a flexed position to an erect position; hyper- 
extension is movement of the lumbar spine beyond 


the normal extended (neutral or anatomical) po- 
sition. 


One comment was as follows: 


“Extension” may be used for the entire range 
or for posterior movement from the flexed position 
to the anatomical position; “hyperextension” desig- 
nates motion to the full range of extension. 


Section Il. MisceLLanrous TERMINOLOGY 


The method of presenting material in this 
section is similar to that which has been followed 
in Section I. 


Miscellaneous Terminology—A 


1. Movement in which the object moves as a 
whole and all its parts move the same distance in the 
same direction. 

Choices Ist 2nd 


a. rectilinear motion 
b. translatory motion + 1 
c. linear motion 1] 1 


N 


Movement of an object around an axis. 


Choices Ist 2nd 


a. angular motion 2 

b. rotatory motion 8 1 
c. rotary motion 10 3 
d. axial motion 2 | 


In discussing mechanical principles of motion, 
several authors gave more than one of the terms 
listed above. For example, Stone defined “recti- 
linear or translatory” motion, and “angular or 
rotatory.” Scott stated that linear and transla- 
tory, and angular and rotatory motion are 
synonymous. Wells’ definition pertains to “angu- 
lar or rotatory or axial” motion. 


Me 

4% 

? 
nee 
A 

1 
2 
l 
2 : 
l ) 

wry 


522 


Definitions of terms in this portion of the 
questionnaire were selected from one or more of 
the sources reviewed wherever possible. 

Five persons returning questionnaires failed 
to answer the first item in this section, although 
all answered the second. 

One person commented that “angular motion” 
is used for movements in which one end of the 
moving part travels through a greater distance 
in space than the other end, while “axial motion™ 
is used when both ends of the moving part travel 
about the same distance in space. 

3. The ability of the muscle to surrender contraction 
or the surrendering of contraction. 


Choices Ist 2nd 


a. de-contraction l 
physiological elasticity 

ec. muscle elasticity 

d. relaxation 19 


Review of the literature revealed that the terms 
listed above which were not selected by the jury 
are not in general use. They are defined by 
Kraus as follows: 


physiological elasticity (de-contraction) 

means the ability of the muscle to surrender 
contraction . . . to “de-contract,” to relax. 
Muscle elasticity is the ability to relax or de- 
contract. 


4. Contraction of a muscle during which the muscle 
actually lengthens. 


Choices Ist 2 
a. lengthening contraction 


b. eccentric contraction 


5. Contraction of a muscle during which the muscle 
is unable to shorten and remains at its original length. 


Choices Ist 2nd 
a. isometric contraction ll 6 
b. static contraction 10 l 
tonic contraction 
postural contraction 
muscle setting 


6. Contraction of a muscle accompanied by a 
shortening in the length of the muscle. 


Choices Ist 
contraction 6 
concentric contraction 10 
phasic contraction 
kinetic contraction 
e. shortening contraction + 


2nd 


isotonic 


Again the less popular choices of the above 
items were used very little in the literature re- 


viewed. Ewerhardt and Riddle stated that 
“kinetic” or “phasic” contraction produces 
motion of a segment: if the muscles remain 
contracted to hold the segment stationary, the 


contraction is “postural” or “static.” Stone 


THe Puysicat THerapy Review 


Vol. 36. No. 8 


spoke of “isotonic, concentric, or phasic” con- 
tractions. Wells also indicated that “concentric” 
and “phasic” are synonyms. 

One of the persons returning a questionnaire 
pointed out that the terms “isometric” and “iso- 
tonic” contraction are used in physiology, while 
“static” contraction is an anatomical, or kinesio- 
logical term. 

Five persons chose 


. 


‘isometric’ and “isotonic” 
contraction as terms of choice for items 5 and 6. 
Four of those chose “eccentric” in item 4. while 
the other preferred “lengthening” contraction. 
Six persons selected “eccentric,” “static.” and 
“concentric” contraction for these items. 
Additional terms for movements were suggested 
by one person: 

Acceleration (concentric contraction) 

Zero acceleration (a hold position, isometric 
contraction } 


Negative acceleration (or deceleration) (eccen- 
tric contraction 
For example: 


Elbow flexion acceleration, movement is elbow 
flexion and most active muscles are elbow flexors, 
contracting concentrically, 

Elbow flexion deceleration, movement is elbow 
flexion but most active muscles are the elbow ex- 
tensors, contracting eccentrically, 

Elbow extension deceleration, movement is elbow 
extension but the most active muscles are the elbow 
flexors, contracting. 

7. Intermittent voluntary contraction and relaxation 
of muscles without joint motion. 


Choices Ist 2nd 
muscle setting 

static contractions 

holding exercises 

tensing exercises 

setting and relaxing 

isometric muscle setting 

isometric contraction and 

relaxation 


One panel member indicated that “muscle 
setting” is a clinical term while “static” contrac- 
tions refers to anatomical (kinesiological) usage. 


8 A muscle which is directly responsible for effect- 
ing a movement. 
Choices Ist 2nd 
a. mover 
b. prime mover 19 
c. protagonist 3 
d. agonist 2 r 


9. A muscle acting with the muscle which is directly 
responsible for the movement and which aids in the 
movement. 

Choices Ist 
a. assistant mover 6 
emergency muscle 
accessory muscle 10 
synergist 3 


2nd 


|_| 
2 
6 
16 2 
a. 
} 
d. 
*e. 
*f. 
3 
1 
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10. A muscle acting to provide a stable basis for 
the movement or to hold the part in the appropriate 
position for the desired action. 

Choices Ist 2nd 
a. fixator 5 8 
b. stabilizer 16 
c. supporting muscle 


ll. A muscle acting to prevent an undesired action 
of the muscle which is directly responsible for the 
movement. 

Choices Ist 2nd 
a. synergist 16 l 
b. neutralizer 4 


Most of the discussion of these items centered 
around the concept of synergistic action. Wells 
has suggested use of the term “neutralizer” to 
replace “synergist” in order to avoid confusion. 
In the most recent edition of Bowen's kinesiology 
text, Stone has also abandoned the term synergist 
in favor of neutralizer. 

One panel member wrote: 

Apparently Wells does not like the term “syner- 
gist” and has advocated the term “neutralizer” to 
avoid confusion. However, it is my impression that 
Wells’ term “neutralizer” has not been generally 
accepted. 

(Juestionnaire returns would bear this out, as 14 
persons selected “synergist” and only 3 “neutrali- 
zer” in item 11. 

Two persons indicated they would use “syner- 
gist” to fit the description in item 9. One person 
stated the term “synergist” is used as an over- 
all heading. and types of synergists, such as 
accessory muscles and stabilizers, are then dis- 
tinguished. 

Regarding item 11, one person wrote: 


Actually there may be some question as to 
whether there is need for this term (neutralizer). 
Fundamentally the action is stabilization, though we 
use the term “stabilizer” to mean the muscle which 
fixes or stabilizes the origin of the prime mover. 
and the term “neutralizer” to mean the muscle 
which prevents undesirable motion at the joint 
or in the undesired direction. 


With regard to item 8 through 11. two persons 
indicated that assigning a specific role to muscles 
taking part in a movement is questionable. 
Comments were: 


(In relation to “prime mover”) I have not been 
able to find one “directly responsible” (technically). 


This person indicated these terms were to be 
avoided. 
A second comment was: 


To some extent it is possible to say which muscles 
are active in a particular movement but to assign 
a specific role to each seems to me to be going 
beyond our information. 
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Regarding item 11. this panel member added 
the term “synergist” is interesting to think about 
and to discuss, but it is doubtful that much can 
be gained by trying to be specific in the issue. 
and literature review 
area needing further 
as to use of the term 


Questionnaire returns 
indicate this is another 
investigation, particularly 
“synergist.” 


12. A plane passing through the body from front to 
back dividing it into right and left symmetrical halves. 


Choices Ist 2nd 


a. vertical (plane) = 2 
b. sagittal : l 
c. anteroposterior 
d. cardinal sagittal 

e. median sagittal 
*f. midsagittal 1 
g. median 2 


13. A plane passing through the body from side to 
side dividing it into equal anterior and posterior halves. 


Choices Ist 2nd 

a. frontal (plane) 13 2 

b. coronal 5 4 

c. lateral 3 

14. A plane dividing the body into upper and lower 

halves. 

Choices Ist 2nd 

a. horizontal (plane) 8 3 

b. transverse 13 2 


The terms of choice of panel members 
“sagittal,” “frontal.” and “transverse.” 

The definition for item 12 was taken from 
Steindler who mentioned right and left sym- 
metrical halves divided by the “cardinal sagittal” 
plane. He added: “Because of this symmetry the 
plane must contain the center as well as the line 
of gravity.” One of the panel members stated 
that right and left halves are never symmetrical 
but agreed that the plane passes through the 
center of gravity or weight line. 


were 


Discussion here also centered around use of 
the term “equal” in item 13 (from Stone). One 
person said: 


We do not use “frontal” in reference to equal 
anterior and posterior halves. That would have to 
be a coined word | suppose of “midfrontal.” 


Another suggested “midfrontal.” “median fron- 
tal.” or “transverse vertical” for item 13. Stein- 
dler, spoke of the “cardinal frontal” plane. 

It was also pointed out on one questionnaire 
returned that in item 14 “horizontal” plane ap- 
plies to the anatomical position, while “trans- 
verse” (second choice in this instance) refers 
to any position. 


|| 
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Miscellaneous Terminology —B 


In this section a number of definitions of 
certain terms were selected from the literature 
and panel members were asked to make a choice 
of the one most nearly expressing their own 
understanding of the term. When definitions 
found were considered to be essentially dupli- 
cates, one representative definition was placed in 
the list. In two instances, write-in definitions were 
given in preference to any of the definitions from 
the literature. 


Synergist 
Number 


a. muscle which contracts at the same time 
as the prime mover in order to facilitate 
or potentiate the effect of the prime mover 
muscle which cooperates with another 
muscle or group of muscles to produce a 
movement 
muscle which supplements the action of 
the prime mover 
muscle which comes into play to inhibit 
any secondary unwanted movement of 
the prime mover 
muscle which works or relaxes to modify 
the action of the prime mover 
muscle which contracts to rule out un- 
desired action. Divided into (a) helping 
synergist and (b) true synergist 
any muscle acting together with the prime 
mover to produce a movement 


Items b and c were each selected once as a 
second choice. The concensus here seemed to be 
that the term “synergist” applies to a general 
cooperation of muscles. A minority suggested 
the term refers to a more specific function of 
modifying or inhibiting the action of the prime 
mover. However, no one definition appeared to 
be satisfactory to a majority of those answering 
the questionnaire. 


2. Contracture 
Number 
a state ot prolonged contraction of muscle 
which persists even after the stimuli 
ceases 
a shortening or distortion which may be 
permanent as from shrinkage of muscle or 
sears, or spasmodic shortening from a sud- 
den stimulus 
a maintained state of retarded relaxation 
reduced length permanently assumed by 
a muscle kept in a shortened position for 
a long period of time. 
a condition in which the muscle cannot 
be made to assume its normal length 
a permanent state of tension and range of 
the muscle differing from the physiologi- 
cal state 
a shortening 
tions 


due to pathological condi- 
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h. type of contraction that is not 
panied by an action potential 
a fixed shortness of soft tissue unrelated 
to tension or contraction 
a state of shortening of muscle due to 
pathological changes within the muscle 
which may or may not be reversible l 


accom- 


Items ¢ and d were each selected once as a 
second choice. The above definitions from the 
literature showed a diversity of opinion. Returns 
from the questionnaires indicated this was shared 
by panel members. 

The general confusion was reflected in com- 
ments received: 

Item b combines both the orthopedic and phy- 
siological definition. Item c would be the best 
definition from a physiological standpoint. 

It seems inevitable that we are have 
to change our terminology or the physiologists will 
need to change theirs, as we are talking about 
two different conditions. 


going to 


Section II]. Tuerapevtic Exercise Terms 

Terminology relating to names used to desig- 
nate various therapeutic exercise procedures was 
investigated. This has given rise to confusion in 
clinical situations when orders for treatment 
are not always interpreted in the same way by 
persons dealing with the patient. 

In the literature many terms were found for 
a variety of procedures. For example, one 
author subdivided assistance for exercise and 
stretching into self-assisted, gravity-assisted, and 
apparatus-assisted. Passive movement 
laxed, forced, or by manipulation. “Elasticity 
developing” exercises included reflex relaxation, 
assisted stretching, and active and _ passive 
stretching. 


was re- 


It was finally decided to approach this section 
by attempting to define as clearly as possible the 
basic procedures discussed and ask the panel 
to suggest the best term for each. 


Therapeutic Exercise Terms 
1. Any exercise in which the contraction of the 
subject’s muscles produces the motion entirely or in 
part. 
Number 
exercise 15 
motion 1 


active 
active 
voluntary 1 
active exercise, assistive or resistive 1 
active assistive 1 


A comment was made on this item that no 
single term describes this without further qualifi- 
cation. 
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2. Exercise in which the contraction of the sub- 
ject’s muscles accomplishes the movement without the 


aid or opposition of any external force. 
Number 
active exercise 
active free 
free active exercise 
active motion 
free exercise 
active voluntary free 
active, gravity eliminated 


One reply suggested active (free) exercise 
“provided gravity is not considered an external 
force.” Another commented that the statement 
implies gravity is eliminated, whereas item 1 
does not carry that implication. 


3. Exercise in which the force produced by con- 
traction of the subject's muscles is supplemented by 
some external force. 

Number 
assistive exercise 9 
assistive active exercise 
assistive exercise 
active exercise with various degrees of 
assistance 1 


active 


The person suggesting “active exercise with 
various degrees of assistance” stated that the 
term “active assistive” is misleading, and also 
that items 2 and 3 of the questionnaire should be 
revised although no suggestions were made for 
their rewording. 

1. Exercise in which contraction of the subject's 
muscles is opposed by some external force. 

Number 
resistive exercise 13 
active resistive exercise 7 
resistive active exercise ] 

5. A movement within the free range of motion 
which is produced entirely by an external force, with- 
out active contraction of the subject’s muscles. 

Number 
passive exercise 16 
passive motion 3 
passive range of motion 


1 
passive movement 1 
l 


relaxed 


In relation to this item one person giving 
“passive exercise” as the term of choice stated: 
“Effort on the part of the patient to produce 
motion regardless of the amount of participation 
achieved, perceptible or imperceptible, would 
make this active exercise.” Another pointed out 
that this should be called passive movement 
rather than exercise. 


6. Movement in which the subject’s muscles or 
other soft tissues are elongated beyond their free range 
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by the application of an external force, without active 
contraction of the subject’s muscles. 


Number 
passive stretch 14 
stretch + 
forced 
forced 
stretching (forced 
passive exercises 
stretch reflex 


3 
passive exercise ] 
motion } 
] 
1 


A comment here was: “The term mobilization 
may also be used, as ‘hamstring mobilization’ 
or ‘back mobilization.’ ” 


7. A movement in which the subject’s muscles are 
elongated beyond their free range by the active con- 
traction of the subject’s own muscles. 


Number 
active stretch 17 
stretch | 
hypermobility exercise 
active mobilization l 
self-mobilization 
active exercise through maximum range l 


8 A movement in which the subject’s muscles are 
elongated bevond their free range by the contraction 


of the subject’s own muscles, supplemented by an ex- 
ternal force. 


Number 


active assistive stretch 
assistive active stretch 
active stretch 

active with stretch 
stretching 

active forced 

forced movement 
assistive hypermobility 
progressive resistive 


exercise 


One panel member stated that no special term 
is needed for the situation in item 8: movement 
involves active stretching with the therapist add- 
ing a passive stretch. Another wrote: 


This is a dubious procedure. If the patient is 
weak he will cease at the point of assistance. If he 
has pain or fear he will also cease. | doubt if they 
ever really work together—one may follow the 
other. 


9. A forced movement performed by a physician, 
often with the use of local or general anesthesia. 


Number 
manipulation 16 
manual manipulation 
passive manipulation 1 
passive forcing 1 
stretch with or without anesthesia 1 


Replies in this section indicated a good deal of 
basic agreement, although there were minor vari- 
ations in wording. 


— 

| 

| 

| 

= 


Section IV. AppiTionaL TERMS 


Terms selected for this section were found in 
reference material used by the The 
terms appeared very rarely or only once in the 
literature reviewed. Panel members were asked 
whether or not they ordinarily used the following 
terms: 


schools. 


1. Outer, 
joint 
2. Eccentric, 


middle, and inner range of 
movement i 16 
isometric, and concentric 


relaxation 5 16 
3. Pure and helping synergists 2 16 
4. Hyperadduction 

a. hip 18 

b. thumb 18 

ec. shoulder 18 
5. Reposition (thumb) 3 16 
6. Depression of the arm, to mean 

a. motion downward from horizontal 2 16 


b. motion downward from overhead 18 
7. Elevation of the arm, to mean 

a. motion upward through the full 
range 

b. motion upward from horizontal } 15 

Do you use the terms “elevation” and 

“depression” in a general sense indi- 

cating no particular plane or range 

of motion? } 16 


Comments were as follows: 


Item 1 and Use occasionally for teaching purposes 
for physical therapists but not clinically with 
patients, nurses, or others. 


Item 3: Use true and helping synergists. 


Item 4: This seems to be an appropriate term at the 
hip only. At the glenohumeral joint, adduction 
must be combined with flexion or extension to be 


done beyond the anatomical position. At the carpo 
metacarpal joint of the thumb it seems necessary. 


Item 5: Do not use this term but if it means the opposite 
of opposition it is a good term. 


Item 7: “Elevation” of the arm is used to include both 
flexion and abduction. In describing accompanying 
movements it facilitates understanding since they 
have a lot in common. “Depression” is not used 
as a rule, although the inconsistency is recognized: 

“lowering” is used instead as the 

elevation or lifting. 


opposite of 


I reserve “elevation” and “depression” for coronal 
plane movements at the sternoclavicular and acro- 
mioclavicular joints. It would be 
have terms to apply to the movements that 
bine glenohumeral flexion with upward rotation 
of the glenoid fossa (sternoclavicular and acromio- 
clavicular) and those that combine glenohumeral 
abduction with upward rotation of the 


fossa. 


convenient to 
com 


glenoid 


Regarding item 7, four persons mentioned the 
use of “elevation” and “depression” not of the 
arm but of the shoulder girdle or scapula. 
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It was apparent that a great amount of care 
and thought was exercised by the members of 
the panel in answering the questionnaire. This 
was evidenced by frequent and 
comments, 

Analysis of questionnaire data showed that 
often a first choice of terms was clearly indicated. 
In a few instances two or more terms in refer- 
ence literature tended to parallel choices by the 
panel members; that is, terms most often selected 
were the same as those in common usage in many 
texts. Terms used by only one or very few 
authors were not generally selected by the panel. 

In the shoulder area, any one term for rota- 
tion was not clearly preferred, although on the 
basis of first choices “external” and “internal” 
led over “lateral” and “medial” in a ratio of 
about 2:1. It was interesting that “horizontal 
abduction” and “horizontal adduction” were 
selected by nearly everyone even though these 
terms do not appear in the major anatomical 
texts. The same was true for “hyperextension.” 
Item 7 in Section IV indicated that “elevation” 
and “depression” 


extensive 


in relation to motion in the 
shoulder area are not in general use. 

The wrist agreement on the 
terms and concepts of “flexion” and “extension.” 
It was interesting here that “ulnar deviation” 
and “radial deviation” were selected by 
persons than “abduction” and “adduction” for 
the wrist. although the latter appeared more 
frequently in texts reviewed. “Flexion with ulnar 
deviation” 


section showed 


more 


was selected by sixteen persons to 
describe oblique movement of the hand toward 
the forearm even though this appeared very 
rarely in the literature. 

Terminology describing motions of the thumb 
was found to be that most in need of clarifica- 
tion. There more additional terms and 
comments written in by panel members in this 
section than in any other in the questionnaire. 
In the case of one concept. movement of the 
thumb toward the index finger in the plane of the 
palm. the motion was termed “flexion” by ten 
persons and “adduction” by nine. This may be re- 
lated to the fact that Wells’ widely-used kinesi- 
ology text. which differs from many other texts 
on this point. terms this movement adduction 
rather than flexion. The same confusion existed 
for the terms “extension” and “adduction.” It 
is easy to see how this could lead to difficulties 
in clinical application of exercise and muscle 
testing. 


were 


In the section relating to hip motion, the 


same variation in rotation terminology was 


found as in the case of the shoulder. “Hyper- 
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extension” was accepted here as was true in the 
shoulder area, although the presence of free 
backward movement beyond the midline was 
questioned by one person. No special term was 
used for adduction beyond the midline. 

Trunk “flexion” and “lateral flexion” 
selected by the majority. In relation to posterior 
motion, seventeen persons used both “hyper- 
extension” and of these. nine 
indicated that they made a distinction in the 
areas in the spine for which these terms were 
used. The remaining eight made no such distine- 
tion. 

In the miscellaneous section of the question- 
naire. “linear” 


were 


and “extension 


motion was selected over “trans- 
latory” and “rectilinear.” and either “rotary” or 
“rotatory” “axial” or “angular.” Most 
popular terms for types of muscular contraction 
were “eccentric.” “isometric” and “concentric.” 
although “static” and were also fre- 
quently chosen. There appeared to be no definite 
preference here. 

Four categories of muscles in normal move- 
“prime mover.” 
sory muscle.” “stabilizer” and “synergist.”  Al- 
though the latter was chosen at this point as the 
best term to indicate a muscle acting to prevent 
an undesired action of the prime mover, in 
Section IIL. calling for a definition of a synergist. 
the majority agreed that a synergist simply co- 
operates with another muscle to produce a move- 
ment. Only five persons specified that it inhibits 
a secondary, unwanted movement of the prime 
mover. Thus it would appear that the term is 
most often used in the broad sense. 


over 


“sotonic 


ment were selected as: “acces- 
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There was wide lack of agreement in selection 
of a definition for the term “contracture.” This 
was another point indicating a particular need 
for analysis and clarification of use of the term. 

Terms of choice for planes were “sagittal.” 
“frontal.” and “transverse.” 

In the terminology suggested by panel mem- 
bers to describe various types of exercise. there 
was basic agreement although there were some 
variations in wording. Here it was again true 
that terms appearing infrequently in the litera 
ture have not found acceptance among panel 
members. 


CONCLUSION 


The result of this study indicates a definite 
need for a more complete analysis of terms 
used in physical therapy. 

Even though the terms and the concepts of 
terms considered in this study are commonly 
used in therapeutic exercise and kinesiology. the 
tabulation of the choices made by the panel 
members indicates there are still some differences 
of opinion in regard to the terminology. It was 
felt that personal interviews with the panel would 
have further clarified their interpretation of the 
item. 

It is hoped the final glossary will provide a 
basis for clarification in the limited 
number of terms selected for this study as well 
as a guide for further more extensive study. 


some 


References to texts and sources of concepts and terms 


have been omitted but are available in the original 


thesis. 
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Planned Management for Rehabilitation 
of the Thoracic Surgical Patient 


Elmer J. Shabart, M.D., Wilma-Nell Harmony, B.S., and Earl C. Motta, M.A. 


The literature on thoracic surgery and rehabilita- 
tion is plenteous both here and abroad. To at- 
tempt any kind of a review of this literature, how- 
ever, would be of no special merit to this paper. 
It is interesting to observe that there appears to 
have been a considerable increase in definitive 
thoracic surgery during the last five years but 
there has been a noticeable disregard. at least 
no mention has been made, of an adjunctive 
program of rehabilitation. We are fully cogni- 
zant that in many facilities financial considera- 
tions limit the feasibility of employing a staff 
to carry on rehabilitation But. we 
believe that the ancillary services of physical 
and occupational therapy can offer the thoracic 
surgical patient the opportunity to minimize 
deformity and to regain functional ability. Cer- 
tain principles opportunely applied by the sur- 
geon, the “key man” in this specific rehabilita- 
tion, can be utilized in order to return the 
patient more quickly to a normal way of life. 
Our purpose, therefore, is to present a formu- 
lated plan. combining the services of the sur- 
geon, nurse, physical therapist, and occupational 
therapist, which is functioning successfully at the 
Veterans Administration Hospital, Livermore, 
California. Also, we wish to interest the thoracic 
surgeon in the adoption of a plan for the patient 
in order to achieve his total rehabilitation. 
The procedure of rehabilitation is initiated 
by the surgeon, who is the one person who con- 


sery ices. 


trols or serves to coordinate the entire manage- 
ment of the patient and from whom and around 
whom the well planned program revolves and 
progresses. This program begins at the point 
of the patient's acceptance of the suggested 
thoracic, surgical procedure. The “team ap- 
proach” as discussed in an editorial in the 
Physical Therapy Review, Volume 35, Number 
3. March 1955, is our method of attack. The 
surgeon, the nurse, the physical therapist, and 


Elmer J. Shabart, M.D., F.A.C.S., Chief, Surgical Services; 


the occupational therapist are members of the 
cooperative, well integrated, functioning group. 
The surgeon directs and organizes the surgical 
details, but it is the responsibility of each 
specialist to meet the needs of the patient as the 
occasion arises, 

The integrated plan is divided roughly into 
two obvious stages, the preoperative and the post- 
operative phases. In preoperative planning the 
patient is invited to a conference with the ‘team’. 
to which each member contributes by orienting 
the patient to the member's particular specialty. 
At this conference the patient is helped to under- 
stand how each member’s contribution fits into 
the whole scheme of his eventual rehabilitation. 
The team keeps in mind not only the specific 
surgery and its disabling propensities, but also 
the ultimate ability of the patient to function as 
nearly like a normal person as possible. The 
extent of normalcy is determined by the physical 
therapist in the preoperative orientation. The 
generally accepted methods of goniometric 
measurement are used, postural evaluation is 
done, and photographs are made. The patient 
is instructed in coughing and segmental breath- 
ing technics. This paper intend to 
bring out anything particularly new and startling 
in treatment. for the essential technics of thera- 
peutic exercises for the thoracic surgical patient 
have been discussed in full detail in papers by 
Linduff, Treister, Harmony, et al. Preopera- 
tively, the occupational therapist supplies a 
tonic or diversional type occupational therapy 
based on activity commensurate with the pa- 
tient’s allowable activity routine. The patient 
learns that following his physical therapy regime 
kinetic occupational therapy adapted to his meas- 
ured ability, aptitude, and interest will proceed 
without detour to his day of departure from 
the hospital. 

The postoperative phase begins on the first 
postoperative day, just 24 hours following sur- 


does not 
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move shoulders and arms as far as tubes, band- 
ages, and pain will allow. The occupational 
therapist accompanies the physical therapist in 
order to begin development of good rapport 
and to explain again the function of occupa- 
tional therapy which is to be instituted later. 
The nurse and attendant are coached to observe 
and remind the patient to maintain proper bed 
position at all times. Placement of the bedside 
table and call button are arranged to force the 
patient to use the arm on the operated side. Pres- 
sure technic for coughing and segmental breath- 
ing as taught by the physical therapist are a part 
of the continuous program which the nurse and 
attendant also manage. Each successive day a 
progressive series of exercises is developed, until 
the intermediate stage is reached. The patient 
then returns to his original ward and subse- 
quently reports to the physical therapy exer- 
cise room for active-assistive and active exer- 
cises, which are graduated in an ever-increasing 
and advancing program to meet the patient's 
need. 


When the patient is two to four months post- 
operative, depending upon the rate of recovery 
and progress, his physical status and clinical 
picture are reviewed by a physical therapy board. 
(This has been termed a “Physical Therapy 
Board” because it is called to order by the chief 
physical therapist, who presents those patients 
who have successfully recovered normal posture 
and functional use of their arms.) The confer- 
ence is attended by the surgeon, the physician 
in charge of the patient, the acting-chief and 
the executive assistant of the Physical Medicine 
and Rehabilitation Service, the occupational 
therapist assigned to the surgical ward, the 
physical therapist concerned, and any other 
hospital personnel interested in the patient’s 
welfare. The patient is presented to this board 
and is given the opportunity to view his pre- 
operative and postoperative roentgenograms of 
the chest and spine which are explained to him. 
His progress both clinically and physically is re- 
viewed for him, questions are invited, and his 
rehabilitation program is outlined for him up 
to the proposed date of his departure from the 
hospital. 


The patient now understands that occupational 
therapy is the next phase in his planned re- 
habilitation. This clinic is conveniently located 
on the recovery ward of the surgical section. 
The patient begins a program designed to main- 
tain postural gains and to further develop his 
range of motion and endurance through co- 
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ordinated, functional. meaningful activity. This 
includes a variety of occupationally adapted ac- 
tivities such as cord knotting. weaving. ceramics, 
plastics, printing, and recreational activities of 
dart throwing, ring toss, and yoyo spinning. 
The importance of the patient’s activity now 
lies in a realization of achievement, in regaining 
self-confidence and, in general, reconditioning 
for normal living and earning capacity. Occu- 
pational therapy provides the means whereby 
the patient may change from his rest habits with 
minimal activity to a more active, self-dependent 
way of hospital participation. 

In conclusion, we should like to reiterate that 
we are aware that every hospital is not so for- 
tunate as to maintain a staff of therapists who 
can participate in a plan such as we have de- 
scribed. At the same time we should like to 
stress that such an elaborate plan is not essential 
to the rehabilitation of the patient who has 
undergone thoracic surgery. But, we would like 
to emphasize that the thoracic surgeon must be 
conscious of the benefits of any plan, great or 
small, in order to carry out successful rehabilita- 
tion of the patient. We feel that initiation of 
rehabilitation procedures in a late postoperative 
phase when patient attitudes, limitation of mo- 
tion, or detrimental postural effects have become 
firmly entrenched is too late. The surgeon knows 
that certain deformities can be prevented by a 
little forethought and attention to the patient. 
He must, therefore, have a plan of rehabilitation 
which must be instituted prior to surgery, and 
he must follow through in the postoperative 
stage. We grant that it takes a little more of 
the time of the busy surgeon to establish and 
carry out a purposeful plan, but it has been our 
experience that the end results certainly justify 
the sacrifice of time. In a paper such as this 
we do not feel it is feasible to outline a plan for 
the thoracic surgeon who does not have access 
to a Physical Medicine and Rehabilitation Ser- 
vice; that, primarily, has not been the purpose 
of this paper. However, if we can make the 
thoracic surgeon more cognizant of physical re- 
habilitation benefits, and if we can encourage 
him to develop a plan of management suitable to 
his own busy way of life, incorporating the use 
of his available resources, then this paper will 
have served its purpose. 


SUMMARY 


Planned management including preoperative 
orientation and purposeful postoperative ac- 
tivity is essential to the total rehabilitation of 


® 
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the patient who undergoes thoracic surgery. 
This can be achieved either by a team of spe- 
cialists or by careful planning of the thoracic 
surgeon who uses his available resources. Phys- 


Suggestions from the Field 


Therapeutic Mirror 
Joseph A. Brdlik and James A. Bailey 


For a long time posture mirrors have been 
necessary items in physical therapy departments, 
especially in those which deal largely with lateral 
postural deviations commonly found in balance 
and ambulation training of hemiplegic patients. 
lower extremity amputees, and some of the cere- 
bral palsied. 

Different physical therapy departments are 
equipped with a variety of mirrors. Some are 
tilting; some are triple or hinged; and many 
are too small. If this equipment does not fulfill 
all criteria, it can confuse or deceive the patient 
and the physical therapist and retard the pa- 
tient’s progress. Often, especially in equipping 
a new department, a posture mirror is ordered 
which proves, in the treatment situation. to be 
either too large or too small; the material is in- 
ferior, or the structure is not stable. Accord- 
ingly, from our experience we have found that 
a posture mirror should the following 
specifications in order to render satisfactory 
service. 


meet 


1. It should be rigid and mounted at exactly 
right angles to the floor, never tilting to 
confuse the patients. 

2. It should be a single panel mirror. Triple 
or hinged mirrors may be confusing to a 
normal person and certainly more so to 
the cerebral palsied patient because of his 
confused sense of perception and low level 
of attention. 

3. The size of the mirror can be calculated 
by applying the basic physical principle 
that incident and reflected light rays make 


Joseph A. Brdlik, Chief Physical Therapist, the Re- 


habilitation Center of Summit County Inc., Akron, Ohio; 
James A. Bailey. Technical Consultant to the Rehabilita- 
Akron 


tion Center of Summit County, Inc., 


Tue PuysicaL THerapy Review 


Vol. 30. No. 8 


ical therapy assists in restoring the patient to 
his maximal physical capacity. Occupational 
therapy provides the transition from rest habits 
to functional activity. 


equal angles with the normal, which is an 
imaginary line perpendicular to the sur- 
face of the mirror at the point of inci- 
dence. 


In a mirror mounted vertically the normals 
will always be horizontal. In order to see a cer- 
tain part of the body, a light ray incident from 
this body part has to reflect into the eye; thus 
the normal of this ray will divide the vertical 
distance from the eye to this given part into two 
equal parts. This axis will not change its posi- 
tion if the subject is moved closer to or further 
away from the mirror, providing that the lateral 
position of the mirror is unchanged (Fig. 1). 

To establish the vertical dimensions. the follow- 
ing formula may be used: 


a = subject's body height 
bh = vertical distance from top of head 


to eve level 
= top level of mirror 
A? = bottom level of mirror 


It will be found that. utilizing these values, the 


following is true: 


b 
Al'=>a— 
2 
2 
These values increase or decrease with in- 


creasing or decreasing body height, but are not 
subject to change due to different distances of 
the subject from the mirror. In practical cal- 
culations, for A' we use the height of the tallest 
patient in the department and for A®* the height 
of the smallest one. 

Example: If the tallest patient is 6’4” and the 
distance “b” in his case is 4”, the necessary 
mirror height for this patient would be 6’2”. 


— - 


=<. . 
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Figure 1. Direction of light ray incident 


part equally. 


The maximal lowest point of the mirror for this 
patient (A*) would be 3’. 


6’ 


If the shortest patient in the department is a 
child 3’ tall, with distance “b” of 3”. the neces- 
sary mirror height (A') would be 271010”. 
= 


2 
The lowest point (A*) would be 1/414”. 
3° 
1414”, 


To meet the needs of both patients with one 
mirror it would be necessary to order an effective 
mirror surface 5744” high, mounted on a base 
1614” above the floor level, thus bringing the 
top of the mirror to the desired height of 6’2”. 

If we consider the width of the mirror we find 
that a patient standing directly in front of the 
mirror and perfectly aligned in the sagittal plane 
needs a mirror one half times as wide as the 
maximal width of his body, including his arms. 
For every inch of lateral deviation we add an 
inch to the width of the mirror. 


divides 


vertical distance from the eye to a given 


Example: A patient with a body width of 24”, 
standing straight, will need a mirror 12” wide 
in order to see himself. A mirror 24” wide will 
allow him to deviate 6” from the plumbline to 
either side and still see both his arms. These 
figures do not vary with distance either. 


1. Unless the mirror is of high quality it may 
cause a distorted reflection. The mounting 
of the mirror should be selected with care. 


a. The framewood must be thoroughly 
seasoned and of nonwarping quality. 


b. The same is true of the backing. A 
material which warps will pull the glass 
with it. and distort the reflection. A 
compounded product such as pressed 
wood or pressed paper should be con- 
sidered. 


c. The base mounting should be heavy 
and have a good stand. The heavier 
it is the less possibility there is of up- 
setting its balance. 


With a moveable mirror the casters should be 
no less than 2” in diameter and of a heavy duty 
ball-bearing type so that they will roll easily 
under a weight of 100 to 150 lbs. Experience 
has shown that a mirror base loses its stability 
in relation to width if the casters are placed 
closer together than the glass width. For ex- 
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ample, with the 24” by 6’2” mirror described 


or 


caster spacing should be no less than 18” by 
28”. It must be remembered that these measure- 
ments are taken when the casters are facing each 
other and thus represent the actual minimum 
figure. 


Suggestions from the Field 


Exercises for the Disabled 
Hand: Deaf-Mute Alphabet 


Frederick L. Aaron, B.S. 


It is the purpose of this article to pass on to 
other physical therapists, a series of exercises 
which may aid in the reeducation and rehabili- 
tation of the disabled hand. It is the hope of 
the author that these exercises, incorporated with 
others, may accelerate the course of recovery for 
patients who have reached a plateau in treatment. 
Use of the Deaf-Mute alphabet can prove a valu- 
able addendum to hand exercises for many 
patients including those with hemiplegia or arth- 
ritis. These exercises contribute to the progress 
of the patient in the following ways: 


1. Refined functions of the intrinsic and ex- 
trinsic musculature of the hand and fore- 
arm are encouraged by these exercises. 
The musculature of the whole upper ex- 
tremity may be called into play without the 
patient being aware of this fact. They pro- 
vide opportunity for the physical therapist 
to increase the patient's endurance factor. 
There is a functional carry-over into daily 
self-care activities. Some examples are: 
a) The position attained by the hand in 
forming the letter “A” is related to 
the position of the hand necessary to 
holding a comb. 

b) The band assumes the position neces- 


Chief Physical Therapist, Physical Therapy Department, 
St. Frances Memorial Hospital, San Francisco 
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SUMMARY 


Therapeutic equipment should accomplish the 
purpose for which it is purchased. Scientifically 
designed equipment affords the best treatment. 
Therefore, criteria have been given for the selec- 
tion of a posture mirror. 


sary to threading and tightening 
shoelace by forming the letter “Q”. 
The hand assumes the position neces- 
sary to donning hosiery for women or 
boots for men in forming the “B” in 
an inverted position. 

The hand assumes the position neces- 
sary for grasping a glass in forming 
the letter “C” 


The physical therapist should select letters 
and words to be spelled out. including 
those letters which the patient finds diff- 
cult to form because of limitation of motion 
or incoordination indicative of muscle 
weakness. Repetition of selected letters or 
words should be stressed. 

The addition of these exercises to a pro- 
gram emphasizing coordination activities 
is suggested. It is especially beneficial 
when home exercises, assisted and super- 
vised by a member of the patient's family, 
are an important part of the patient’s pro- 
gram. Mimeographed drawings of the 
exercises may be sent home with the 
patient as a guide to correct performance. 
The Boy Scouts of America Handbook also 
contains a copy of this alphabet. 

The interest of the patient in the exercises 
is generally high and because of this fact 
it is sometimes easier to gain increased 
cooperation in achieving other desirable 
goals in his rehabilitation program. The 
natural apathy displayed by some patients 
to a repeated program of exercises can 
be overcome and a sense of achievement 
developed when some letter, which was 
particularly difficult for the patient, has 
been performed. Group therapy provides 
excellent opportunities for motivation 
where two or more patients can be pitted 
against one another in a spirit of friendly 
competition. 


be, 3 7 
c) 
d) 
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Deaf-Mute Alphabet for Use in Hand and Finger 
Exercises {Drawings by Ralph E. Olson) 


* 
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Editorial 


A professional journal such as the Physical Therapy Revien 
has as its basic responsibility the dissemination of knowledge and 
opinion directly relating to its specific field. This responsibility is 
reflected in the types of articles published. in the scope of context, and 
in the editorial philosophy expressed on this page each month: there- 
fore. our readers anticipate comments and views related to profes- 


sional topics directly applicable to physical therapy. 


This month. however, we should like to expand our horizons and 
deal with some of the responsibilities each of us has as a citizen and 
a person. Actually this is not divorced from our status as physical 
therapists, since everyone who enters a profession automatically ac- 
cepts the role of a community leader and the inherent obligations of 
humanitarian interest and activity. For many years it has been ex- 
pected that the doctor, the lawyer, the teacher, the nurse and, more 
recently, members of allied professions would be found in the fore- 
front of community activities. The very fact that these persons have 
chosen service as their life’s work sets them apart in the eyes of the 
public as potentially willing to give more service to civic and political 
affairs. 

\s members of a profession we are expected to participate and 
contribute. The question then that must be asked is, “Are we ful- 
filling our obligations to public service, and how well are we meeting 


our total professional responsibilities” ? 


Limitation of interest and activity to technical aspects would be 
a tragic failure in a field such as ours where the end product of our 
work is the restoral of human ability to function. We work with 
people, and our ability to give to these people will certainly be in 


direct proportion to the breadth of our own outlook. 


What. then, are some of the interests we should maintain? Doubt- 
less many of you could name a score or more. Service organizations. 
youth clubs, local fund raising campaigns, community libraries, local 


school and church activities are among those we might name. 
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Editorial 


It is our duty also to make a con- 
tribution to certain nation wide cam- 
paigns. Of particular interest to phys- 
ical therapists should be the tremen- 
dous efforts made by the National 
Safety Council to stem the rising num- 
ber of highway deaths and injuries. 
We should be vitally interested in this 
activity since our work so often brings 
us into contact with those very persons 


who become victims of auto crashes. 


Sara Jane Houtz Appointed Editor 


The Board of Directors announces the appoint- 
ment of Sara Jane Houtz as Editor-in-Chief of 
the Physical Therapy Review beginning July 1. 
1956. Miss Houtz succeeds Eleanor Jane Carlin 
who has been elected President of the American 
Physical Therapy Association. 

Miss Carlin has served ably as Editor-in-Chief 
since August 1950 during which time the Review 
has shown outstanding development. In accepting 
Miss Carlin’s resignation the Board of Directors 
unanimously expressed the great appreciation of 
the Association for her contribution as Editor- 
in-Chief. 

Miss Houtz served on the Editorial Board of 
the Physical Therapy Review from November 
1952 to January 1955 and was in charge of the 
Abstract Section where she gave much initiative 
and leadership to the development of the Abstract 
Section as well as to general editorial policies. 
She is Educational and Research Consultant of 
the Detroit Orthopaedic Clinic and has in the 
past served as Chairman of the Research Section 
meetings which have been a part of the Annual 
Association Conferences. She has been author 
and co-author of seven articles published in the 
Review since 1946. 


School of Physical Therapy Approved 


The Council on Medical Education and 
Hospitals of the American Medical Association 
at its last meeting approved the physical therapy 
curriculum at the School of Medicine. Marquette 
University, Milwaukee, Wisconsin. Miss Beth 


J. Phillips is the Physical Therapy Director; Dr. 
Ray Piaskoski, the Medical Director. 
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There is much we could do individ- 
ually and collectively through our 
chapters to support such a cam- 
paign. 

Consider then the real implication 
of being a member of a profession. 
There is far more than competency 
of work and scientific knowledge of 
technic. This can be fully realized 
only through accepting responsibility 
as a contributing member of society. 


FE. Jane CARLIn 


Board of Directors Elected for 1956-58 


The following officers and directors were 
elected by the House of Delegates in New York 
on June 16, 1956: 

President. E. Jane Carlin, Jenkintown, Penn- 

sylvania 

Vice-President. Helen Vaughn. Washington. 

Secretary, Louise Bailey. Chicago. Illinois 

Treasurer, Dorothy Hoag. Denver. Colorado 

Speaker of the House of Delegates, Agnes 

Snyder. Washington, D. C. 


Directors for Four Years 
Dorothy Graves. Los Angeles. California 
Susanne Hirt. Richmond. Virginia 


Director for Two Years to fill the 
unexpired term of Sarah Rogers 


Mary E. Nesbitt. Boston, Massachusetts 

Harriet Lee. Washington, D. C. was elected 
in 1954 for a four year term as director and 
continues to serve. 


Second International Congress on Dietetics 


Representatives of eighteen countries are 
scheduled to speak at the Second International 
Congress on Dietetics to be held in Rome Septem- 
ber 10-14. The United States will be well repre- 
sented by nine program participants and it is 
anticipated that one hundred persons from this 
country will attend the Congress. The first 
congress was held in Amsterdam, Holland. in 


1952. 


* 
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WORLD CONFEDERATION 
FOR PHYSICAL THERAPY 


JUNE 17~—23,1956 -HOTEL STATLER -NEW YORK,NY. 


Presidential Greeting 


Miss Mildred Elson, President 


World Confederation for Physical Therapy 


(American Physical Therapy Association 


1790 Broadway, New York, N. Y. 


To you and your colleagues from all over the world who are attending the Second 
Congress of the World Confederation for Physical Therapy, | extend best wishes for 
a most successful Congress. In meeting together you are not only sharing scientific 
and clinical knowledge about your important profession; you are also forging the 
links of international friendship and understanding which are essential to world 


peace. 


Summary of Attendance 
(The deadline for this issue of the Review 
coincided with the end of the Congress, per- 
mitting only the inclusion of the summary of 
attendance. There will be more news in subse- 
quent issues and selected papers will appear 
throughout the year.—Editor) 
Total attendance: 2,486 (including 285 exhibi- 
tors’ representatives 
Total number countries represented: 39 
United States: 1.733. Of this number 1.401 
were physical therapists. 
Canada: 196, Of this number 169 were phys- 
ical therapists. 
Others: 272. Of this number 240 were phys- 
ical therapists. 
Representation from other countries was as 
follows: 
Algeria 
*Argentina 
Australia 
Austria 
Belgium 
Brazil 
British Guiana 
Colombia 
Cuba 
Denmark 
Egypt 
Eire 
Finland 
France 
Germany 


Ne 


w © 
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Great Britain 99 
(Including Scotland—8, 
and N. Ireland—3.) 

* Haiti 

Holland 

India 

*Indonesia 

Iran 

Israel 

Kenya 

*Korea 

Malaya 

Mexico 

New Zealand 

Northern Rhodesia 

Norway 

* Portugal 

* Russia 

South 

Sweden 

Thailand 

Trinidad (B.W.1.) 

*Turkey 

Venezuela < 

* These countries were represented by physicians 
since they have no physical therapy program. 


Proceedings of Second Congress 

All papers given at the Second Congress of the 
World Confederation for Physical Therapy will 
be bound in a single volume to be available no 
later than January 1, 1957. The Proceedings 
can be ordered from the American Physical 
Therapy Association, 1790 Broadway, New York 
19, New York, at $3.00 a copy. (For shipment 
outside the United States add 25 cents for 
postage. 


Africa 
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Association Activities 


National Office Statistical Reports... 
Department of Chapters and Membership 


Membership Report Total Membership. May 1, 1956: 
Active 5.008 
May 1, 1955 — April 30, 1956 Inactive 1.450 
Associate 42 
Honorary 9 
Active 608* Life 49 
Inactive ‘ Student 780 
(Associate — 
Reinstatements : Total: 1.338 
Active Net gain in membership: 546 
—* The following members passed away during 
the year 1955-50: 


New members: 


arent Grace Cinquemani Ann Kelley 
Marjorie Crawford Isabelle Lazin 
Muriel DeCastro Mary Thompson 
Treth DeVerelle Helen Varelia 
Ida Hazenhyer Eileen Webster 
Resignations: Lydia Wright 

Active 

Inactive 

Associate 


ow Foreign Trained Membership Program 
naties May 1, 1955 — April 30, 1956 


Inactive 


Life 


Dropped for nonpayment of dues: 


Active to Inactive 
Inactive to Active 
Active to Life 
Inactive to Life 


Candidates who completed the period of 
supervised employment and satisfacto- 

Active rily completed the qualifying exam- 

Inactive : ination: 

Associate 


Total Membership, May 1, 1955: 
Active 
Inactive \ 
Associate Canada 
Honorary Denmark 
Life Great Britain 
Student New Zealand 
Norway 


These physical therapists were trained in 
the following countries: 


Australia 


Total: 6,792 Candidates who completed period of 


supervise ) al 
* Includes 48 who were not recent graduates and 24 pares d empl yment but failed =e 
foreign trained. or more parts of the examination: 
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These candidates were trained in the fol- 
lowing countries: 
Denmark 3 
Germany 2 
Candidates accepted for full membership 
after completing two-year program: 


tN 


Candidates completing period of 
supervised employment and scheduled 
to take examination in the future: ( Also 
included in this category are candidates 
who failed exam and plan to retake it.) 41 


now 


These 41 candidates were trained in the 
following countries: 


Australia 
Canada 6 
Denmark 4 
Germany 6 
Great Britain ll 
Norway 7 
Sweden 6 


Note—See additional information in report of 
the Department of Professional Services re- 
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garding physical therapists from foreign 
countries who did not complete membership 
requirements for the APTA and were trans- 
ferred to the Closed File. 


Field Service 
May 1, 1955 — April 30, 1956 


During the year consultants from the National 
Office met with chapters and/or districts or 


chapter executive committees as follows: 


Western Missouri 
Nev ada 
New Hampshire 


New Mexico 


Arizona 

Arkansas 

Northern California 
District of Columbia 


Florida Western New York 
Indiana North Carolina 
lowa Puerto Rico 
Louisiana Rhode Island 
Maryland Utah 


Massachusetts Virginia 
West Virginia 


Department of Professional Services 


May 1, 1955 - April 30, 1956 


Placement Service 


358 American Physical Therapy Association 
members heve had the assistance of our 
Placement Service. 


129 American Physical Therapy Association 
members were receiving assistance as of 
April 30, 1956. 


229 American Physical Therapy Association 
members «were removed from Placement 
Service files following reports that their 


needs had been met. 


117 Facilities were active in our 
Service as of April 30, 1956. 


Placement 


647 Physical therapists were being requested for 


these 417 facilities. 


46 Facilities have requested assistance and will 
become active upon receipt of additional 


information. 


404 Facilities have been closed from Placement 
Services files following written teports that 
their needs have been met. 

867 Facilities have had. or are presently having, 
the assistance of our Placement Service. 


Poliomyelitis Assignment Service 
2 Physical therapists were on duty as of May 
1, 1955. 
17 Physical therapists were assigned during the 
year. 
3 Assignments were cancelled before physical 


therapists reported for duty. 


11 Physical therapists completed emergency 
duty assignments. 


Physical therapists accepted permanent posi- 
tions in the area to which they had been 
assigned. 


5 
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Physical therapists are on duty as of May 1, 
1956 in the following states: 2—Massa- 
chusetts, 1—-Rhode Island, 1—Texas, 1— 


Wisconsin. 


Service to Foreign Trained Physical Therapists 


82 


28 


=x 


w 


23 


196 


Physical therapists (foreign trained) are 
active in the Department of Professional 
Services, pending final commitments (re- 
porting for traineeship, observation period. 
paying fee, etc.). 

Physical therapists (foreign trained) are 
coming to the United States on a permanent 
visa. 

Physical therapists (foreign trained) are 
coming to the United States on an exchange- 
visitor, student or visitor visa. 

Physical therapists (foreign trained) were 
transferred from the Department of Pro- 
fessional Services to the Membership Divi- 
sion. 

Physical therapists (foreign trained) are on 
probationary membership status and work- 
ing under the supervision of APTA members. 
Physical therapists (foreign trained) are on 
a traineeship status and gaining experience 
under the supervision of APTA members. 
Physical therapists (foreign trained) were 
closed from the files of the American Physi- 
cal Therapy Association. 


7 Physical therapists (foreign trained) came 


into the United States on a permanent or 
immigration visa, but did not complete 
membership requirements for the American 
Physical Therapy Association. Twelve of 
these physical therapists returned to their 
native countries before completing their year 
of supervised experience. 

Physical therapists (foreign trained) who 
came into the United States on an exchange- 
visitor, student or visitor visa have com- 
pleted their temporary period in the United 
States and have returned to their native 
countries. 

Foreign trained physical therapists have re- 
ceived assistance through the Department of 
Professional Services. 


Field Advisory Service 


State and Cities Facilities 
California: 

Hondo l 

Los Angeles 3 


Loma Linda 
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Palo Alto 


San Francisco 


San Leander 


San Luis Obispo 


Santa Ana 
Vallejo 


District of Columbia: 


Washington 


Illinois: 
Aurora 
Champaign 
Chicago 
Elgin 
Oak Park 
Rockland 
Springfield 


Kansas: 
Kansas City 


Kentucky: 
Ashland 
Covington 
Lexington 
Louisville 


Massachusetts: 
Boston 
Leominster 
Salem 
Wellesley 

Missouri: 
Kansas City 

New Hampshire: 
Concord 
Greenfield 
Hanover 
Keene 
Manchester 
Portsmouth 


New York: 
New York 
Rochester 


Rhode Island: 


North Providence 


Providence 
West Virginia: 
Huntington 


wh 
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NR 
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Total 10 States, plus District of Columbia, 38 


Cities: 108 Facilities. 
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Department of Professional Education 


Annual Enrollment Analysis 
for 1952-53-54-55 


Enrollment 1952 


Schools 


Freshmen 184 13 

Sophomores 183 13 

Juniors 223 17 

Seniors 74 7 

Certificate 5ll 26 
Totals 1,175 


Observations Re Enrollment (including Mar- 
quette and Ohio State University) : 


23 per cent increase in total enrollment in 1955 
over 1954 

16 per cent increase in final year students in 
1955 over 1954 

28 per cent increase in students enrolled in de- 
gree or more-than-one-year certificate pro- 
grams. (Mayo and Puerto Rico only certifi- 
cate programs included.) 


1953 1954 1955 
Schools Schools Schools 
234 12 313 13 387 14 
190 4 328 15 372 16 
208 16 363 21 428 22 
202 20 295 25 367 24 
388 26 361 27 375 27 


1,660 1,929 

81 per cent of total enrollment are in degree 
programs. (Mayo and Puerto Rico excluded 
in this tabulation.) 

per cent increase in enrollment in one-year 
certificate programs in 1955 over 1954. 
(Mayo and Puerto Rico only certificate pro- 
grams excluded in this tabulation.) 


Low grade point average was the predominant 
reason for rejection. Students should be urged 
to get in touch early with the physical therapy 
director of the school of their choice. 


Physical Therapy Review 


Circulation and Advertising Report 


May 1, 1955 — 
Total Circulation 1955-56 
Members 5.811 
Nonmembers 1,273 
Foreign subscriptions 
to 57 countries included 408 . 
Total: 7.084 
Total Circulation 1954—55 
Members 5.654 
Nonmembers 1.237 
Foreign subscriptions 
to 47 countries included 333 


Total: 6,891 


Increase in Circulation: 193 


April 30, 1956 


Advertising 1955-56 
139 pages of space advertising 
20 pages of classified 

Advertising 1954-55 
123 pages of space advertising 
15 pages of classified 

Increase in Advertising: 

16 pages of space advertising 
5 pages of classified 

Special Issues 1955-56 
June 1955 
November 1955 


Conference Issue 
Rehabilitation Issue 


om 
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The Review goes to the following 


countries: 


Arabia 
Argentina 
Australia 
Austria 
Belgium 
Bermuda 
Brazil 
Canada 
Canai Zone 
Canary Islands 
Chile 
Colombia 
Cuba 
Czechoslovakia 
Denmark 
Egypt 
England 
Finland 
France 
Germany 
Greece 
*Guam 
Guatemala 
Haiti 
Holland 
Honduras 
Hong Kong 
Iceland 
India 
Israel 
Italy 
Jamaica 
Japan 
Korea 
Lebanon 
Liberia 
Mexico 
New Zealand 
Norfolk Islands 
Norway 
Pakistan 
Philippines 
Portugal 
Roumania 
Singapore 
South Wales 
Sweden 
Switzerland 
Trinidad 
Turkey 
Union of South Africa 
Union of Soviet Socialist 
Uruguay 
Venezuela 
Yugoslavia 
*W. Caroline Islands 
1955-56 
1954-55 
Increase 


Republics 


w 


* Protectorate. 


Annual Meeting of 
American Occupational Therapy 
Association 


THe PuysicaL THEerapy Review 


56 foreign 


— 


mth 


whe 


te 


The 1956 Conference of the American Occupa- 
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tional Therapy Association will be held from 
September 29 through October 5 in Minneapolis, 
Minnesota, at the Nicollet Hotel. 

The theme of the Conference will be “Time for 
Reflection,” and the topics will include: Occupa- 
tional Therapy in Relation to General Medicine 
and Surgery, Geriatrics, Pediatrics, Physical 
Disabilities, and Psychiatry. 


Varriages 


Marion T. Bergen, of Ann Arbor, Mich., 
Marion B. Paterson, Ann Arbor. 

Diane H. Blumenstock, of Madison, Wis., 
Diane B. Chiri, Madison. 

Edith Borchardt, of Chicago, Ill, to Henry Scott, Jr., 
Chicago. 


now Mrs. 


now Mrs. 


Corinne C. Dickie, of Bethlehem, Pa., to Edwin R. 
Knerr, Allentown, Pa. 

Ruth Eisenstadt, of Dorchester, Mass., to Robert 
Galante, Concord, Mass. 

Dorothy Freeman, of Springfield, Mass., now Mrs. 
Dorothy F. Birchenough, Springfield. 

Florence Greene, of Los Angeles, Calif., now Mrs. 


Florence G. Wilson, Los Angeles. 

Jean Hunt, of Jacksonville, Fla.. now Mrs. Jean H. 
Vaught, Jacksonville. 

Harriet Karp, of Long Branch, N. J., to Bruno Zar- 
kower, Stamford, Conn. 


Antoinette Lodato, of Stamford, Conn., now Mrs. 
Antoinette L. Zezima, Stamford. 
Mrs. Barbara Veissi Donaldson, Belvedere. 


California, passed away recently. Mrs. Donald- 
son received the certificate in physical therapy at 
the Children’s Hospital Society School of Physical 
Therapy, Los Angeles, in 1943. She served in the 
Women’s Medical Specialist Corps, Army of the 
United States, and upon discharge was self-em- 
ployed in Phoenix, Arizona, and San Francisco. 
Mrs. Donaldson had been a member of the 
Association since 1943. 


John Ryan of Oklahoma City, Oklahoma, 
passed away on June 8, 1956. Mr. Ryan received 
a certificate in Physical Therapy from Mayo 
Clinic in 1942. He had been Chief Physical 
Therapist with McBride Bone and Joint Clinic 
in Oklahoma City for eleven years and, at the 
time of his death, vas Chief Physical Therapist 
at Wesley Hospital in Oklahoma city. 

Mr. Ryan was a member of the American 
Physical Therapy Association, having been an 
active member of the Oklahoma Chapter until 
his recent illness, a member of the American 
Registry of Physical Therapists, and was regis- 
tered in the State of Oklahoma. 

His wife, Mrs. Cecilia Ryan, and one son, 
Lee, survive. 
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Civil Defense Week 


President Eisenhower has approved the desig- 
nation of September 9 through 15 as America’s 
first Civil Defense Week. The Federal Civil De- 
fense Administration with the cooperation of 
State and City Civil Defense organizations will 
endeavor to make CD Week an outstanding 
milestone of American civil defense progress. 

The purpose of Civil Defense Week is to pay 
tribute to the workers and organizations for their 
efforts in behalf of our nation. Civil Defense 
Week provides the opportunity to promote public 
interest in and understanding of civil defense as 
a means of protecting our people, safeguarding 
our freedom and constructing an enduring peace. 

A new Leadership Guide has been prepared 
to aid in making Civil Defense Week an out- 
standing community event. The guide may be 
obtained by contacting the local Civil Defense 
Director or by writing to Federal Civil Defense 
Administration, Battle Creek. Michigan. 


Short Term Courses 
Columbia University 


Announcement has been received of the fol- 
lowing short term course available to physicians. 
occupational, physical, speech therapists, and 
nurses with proper qualifications and experience. 
Name of Course 


Postgraduate Cerebral Palsy Course 


Sponsor of Course 
Columbia University 
and Surgeons 


College of Physicians 


Dates of Course 
Physicians’ Course 
October 15—-November 2. 
March 4—March 22, 1957 
Physical, Occupational, and Speech Therapists’ 
and Nurses’ Course 
October 15—December 14. 1956 
March 4—May 3, 1957 


1956 


Course Content 
An interdisciplinary approach to cerebral palsy 
is presented through lectures, demonstrations. 


clinical affiliations and discussion seminars. 


Students are encouraged to acquaint themselves 
with all technics, weighing the contribution of 
each to the needs of specific patients. There is 
ample opportunity to question authorities in the 
field, to exchange experience, and to apply critical 
thinking toward the development of a dynamic 
approach to the problems involved. 
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Tuition 
Physicians’ Course—$100.00 
Course for Physical Therapists, Occupational 
Therapists, Speech Therapists, and Nurses 
$210.00 (8 points credit) 
For further information and a list of scholarship 
sources contact: 
Postgraduate Course in Cerebral Palsy 
Office of the Dean 
College of Physicians and Surgeons 
630 West 168 Street 
New York 32, N. Y. 


New York University— 
Bellevue Medical Center 


Name of Course 


Advanced Course in Physical Rehabilitation 


Methods 


Sponsor of Course 

New York University—Bellevue Medical Cen- 
ter, The Institute of Physical Medicine and Re- 
habilitation in conjunction with New York Uni- 
versity, School of Education 


Dates of Course 


November 19—December 14. 1956 
February 4—March 1, 1957 
April 20—May 24, 1957 


Course Content 
Course includes lectures and demonstrations 
of all aspects of 
1. severe disabilities and their rehabilitation: 
theory, technics, 
2. teaching methods and tests of programs; 
and opportunities for clinical experience. 


Academic Credit 


4 points at either graduate or undergraduate 
level 


Fees 
Tuition—$100.00 ($25.00 per point) 
Registration—$7.00 


For further information and application write to: 


Mrs. Edith Buchwald Lawton 

Director, Rehabilitation Courses fer Physical 
Therapists 

Institute of Physical Medicine and Rehabilitation 

100 East 34th Street 

New York 16, N. Y. 
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New Student Members 


Vayo Clinic 
Bernard MecGahan 


New York University 
Lawrence Stano 


Puerto Rico School 


Orlando P. Aponte Reinaldo R. Deliz 
Zaida P. Berrios Norma E. Gonzales 
Carmen H. Calderon Hilda I. LeHardy 
Rosita A. deAlvarez Nicholas C. Rodriguez 
Luz B. deHernandez Helga S. Soles 

Olga Pineiro Deliz Rosa S. Vigo 


St. Louis University 


Sister Mary A. Garrison 


University of Connecticut 
Beverly Peplau 
Carol Pisano 
Whitney R. Powers 
Marjorie Rinfrett 
Joseph Rossano 
Helen Seigmeister 
Edward Sluzenski 
Alta 3. Talbert 
Waterfield 


Joanne Boynton 

Jane H. Bradshaw 

Margaret Bushnell 

George W. Case 

Phyllis Herman 

Lois Ineson 

Frank R. Kneen 

Susan Morsheimer 
Carol A, 
University of Minnesota 


Nancy Mix 


University of Oklahoma 
Barbara Roads 


New Publication on the Career of 
a Rehabilitation Counselor 


The National Rehabilitation Association and 
the National Vocational Guidance Association 
announce publication of a new informative guide 
entitled “Rehabilitation Counselor Preparation.” 
It has been designed to meet the needs of ex- 
panded counseling services. Those sponsoring 
training programs for vocational rehabilitation 
counselors have raised many timely questions 
which were discussed in a series of workshops 
supported by the above organizations and the 
Office of Vocational Rehabilitation. Their find- 
ings are reported in this publication. 

Such queries as the following are answered: 
What is the job of the rehabilitation counselor? 
What is the scope and what are the limitations 
of his responsibilities? Under whose auspices 
should his training be planned and how long 
should it take? In what areas of preparation 
should he be competent? Does he need super- 
visory experience and in what institutional setting 
should he work? 

This 78 page paper-bound book will be of 
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interest to counselor trainers, prospective stu- 
dents, trainees and general guidance counselors. 
Purchase price is $1.00 per single copy, slightly 
less for larger orders. Correspondence should be 
directed to: 


National Rehabilitation Association 
1025 Vermont Ave. N.W 
Washington 5, D.C. 
or 
National Vocational Guidance Association 
1534 O Street N.W. 
Washington 5, D.C. 


Donald V. Wilson 
Receives Goodwill Award 


The 1956 Goodwill Award, given annually by 
Goodwill Industries of America, Inc. for out- 
standing service to handicapped people, was pre- 
sented to Donald V. Wilson, Secretary-General of 
the International Society for the Welfare of 
Cripples on June 23. 

Mr. Wilson was selected for the award because 
of his achievement in developing interest in and 
coordinating services to handicapped people on 
an international scale since assuming his present 
position in 1949. Under Mr. Wilson’s adminis- 
tration, the International Society for the Welfare 
of Cripples has grown to include 22 affiliated 
national organizations in as many countries. 


Author of “Hand Talking Chart” 
Announces New Publication 


Hamilton Cameron, M.D. New York City, an- 
nounces the recently incorporated International 
Research Council, the first world-wide medical 
confraternity for the dissemination of knowledge 
concerning aphasias associated with hemiplegia, 
The aims of the council include: the establish- 
ment of a clearing house on the subject, and the 
publication of a monthly Review-Bulletin. 

In January 1943, Dr. Cameron became one oi 
the 600,000 hemiplegia aphasics. He devised a 
‘Hand Talking Chart’ that has proven a practical 
clinical aid. This has been a boon to those vocally 
paralyzed who hitherto had no such means of 
communication with those around them. 

For gratis copies of the Chart and the detail 
information of the nature and aims of the Inter- 
national Research Council, address, Dr. Hamil- 
ton Cameron, General Director, 601 West 110th 
St.. New York 25, N. Y. 
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Physical Therapy Programs—1956 


Approvep BY THE CouNciL on Mepicat Epucation anp Hospitats 
OF THE AMERICAN MEDICAL ASSOCIATION 


Schools offering the four year program leading to a baccalaureate degree will accept high school grad- 
uates, as well as transfer students. Schools offering the 12 to 16 months program leading to a certificate 
will accept students who have completed all or most of their undergraduate work providing they meet cer- 
tain course requirements. Recipients of a degree or certificate have equal professional recognition and 
status. For specific information regarding each school’s entrance requirements, tuition, and other fees, 
please write to the director indicated ow. All students should investigate course requirements early. 


Certifi- 
Degree cate 
CALIFORNIA 
Mrs. Mary J. Dodge t 


School of Physical Therapy 
Childrens Hospital Society 
4614 Sunset Boulevard 

Los Angeles 27 


Mr. R. William Berdan t t 
School of Physical Therapy 

College of Medical Evangelists 

312 N. Boyle Avenue 

Los Angeles 33 


Mrs. Margery L. Wagner t t 
Curriculum in Physical Therapy 

University of California 

The Medical Center 

San Francisco 22 


Miss Charlotte W. Anderson t t 
Department of Physical Therapy 

University of Southern California 

University Park 

Los Angeles 7 


Miss Lucille Daniels t t 
Division of Physical Therapy 

Stanford University 

Stanford 


COLORADO 


Miss Dorothy Hoag t t 
Curriculum in Physical Therapy 
University of Colorado Medical School 


Denver 


CONNECTICUT 


Miss Frances Tappan t 
School of Physical Therapy 

U 101 University of Connecticut 
Storrs 


ILLINOIS 


Miss Elizabeth C. Wood t t 
Course in Physical Therapy 

Northwestern University Medical School 

303 East Chicago Avenue 

Chicago 11 


IOWA 


Mrs. Olive C. Farr t 
School of Physical Therapy 

State University of lowa 

University Hospitals 

lowa City 


Certifi- 
Degree cate 
KANSAS 
Mrs. Ruth G. Monteith t t 


Section of Physical Therapy 
University of Kansas Medical Center 
Kansas City 3 


LOUISIANA 


Miss Marjorie F. Martin t 
School of Physical Therapy 

Charity Hospital of Louisiana 

1532 Tulane Avenue 

New Orleans 12 


MASSACHUSETTS 


Miss Shirley M. Cogland t t 
*School of Physical Therapy 

Simmons College-Children’s Hospital 

300 Longwood Avenue 

Boston 15 


Miss Adelaide L. McGarrett 7 t 
Curriculum in Physical Therapy 

Sargent College, Boston University 

6 Everett Street 

Cambridge 38 


Miss Constance K. Greene 
Curriculum in Physical Therapy 

* Bouve-Boston School, Tufts College 
Medford 55 


MICHIGAN 


Miss Virginia Wilson + t 
Curriculum in Physical Therapy 

University of Michigan 

University Hospital 

Ann Arbor 


MINNESOTA 


Mrs. Ruby M. Overmann + 
Course in Physical Therapy 

University of Minnesota 

860 Mayo Memorial Hospital 
Minneapolis 14 


Mr. Darrell D. Hunt + 
School of Physical Therapy 

Mayo Clinic 

Rochester 


* Accepts women students only 


20 
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Degree 


Sr. M. Imelda, S.S.M. + 
Course in Physical Therapy 

St. Louis University 

1325 South Grand Boulevard 

St. Louis 4 


Miss Beatrice F. Schulz 

Department of Physical Therapy 
Washington University School of Medicine 
660 So. Kingshighway Blvd. 

St. Louis 10 


NEW YORK 
Miss Dorothy L. McLaughlin t 


*School of Physical Therapy 

Albany Hospital-Russell Sage College 
New Scotland Avenue 

Albany 1 


Miss Mary E. Callahan + 
Courses for Physical Therapists 
Columbia University 

College of Physicians & Surgeons 

630 West 168th Street 

New York 32 


Miss Elizabeth C. Addoms + 
Physical Therapy Curriculum 

School of Education, New York University 
Washington Square East 

New York 3 


Miss Mildred F. Heap + 
Program in Physical Therapy 
University of Buffalo 

2183 Main Street 

Buffalo 14 


NORTH CAROLINA 


Miss Helen Kaiser 

Division of Physical Therapy 
Box 3403, Duke Hospital 
Durham 


OHIO 


Miss Dorothy Spark 

Course in Physical Therapy 

Frank E. Bunts Educational Institute 
2020 East 93rd Street 

Cleveland 6 


OKLAHOMA 


Miss Thelma Pedersen t 
School of Physical Therapy 

University of Oklahoma, Medical Center 
Oklahoma City 4 


*Accepts women students only. 


Certifi- 
cate 


Degree 


PENNSYLVANIA 


Miss Kathryn Kelley 

Curriculum in Physical Therapy 

D. T. Watson School of Physiatrics 
Leetsdale 


Miss Dorothy E. Baethke + 
Division of Physical Therapy 
University of Pennsylvania 

1818 Lombard Street 

Philadelphia 46 


PUERTO RICO (All classes given in Spanish) 


Mrs. Lutgarda Vega de Cruz 

School of Physical & Occupational Therapy 
+ Professional Bldg., 8th floor 

Stop 22, Sahturce 


TEXAS 


Miss Doris E. Porter 

Grady Vaughn School of Physical Therapy 
t Baylor University Hospital 

Dallas 1 


Miss Ruby Decker + 
Curriculum for Physical Therapists 
University of Texas, Medical Branch 
Galveston 


t Mrs. Cecelia J. Lee 
School of Physical Therapy 
Hermann Hospital 
Houston 25 


VIRGINIA 


Miss Susanne Hirt t 
School of Physical Therapy 

Medical College of Virginia 
Richmond 19 


WISCONSIN 
Miss Beth J. Phillips t 


t Curriculum in Physical Therapy 
School of Medicine 
Marquette University 
361 No. Fifteenth Street 
Milwaukee 3 


Miss Margaret Kohli + 
Course in Physical Therapy 

t University of Wisconsin 
Madison 6 


U. S. ARMY MEDICAL SERVICE 


*Physical Therapy Course 
Medical Field Service School 
Brooke Army Medical Center, 
+ Fort Sam Houston, Texas and 
Brooke, Letterman and Walter Reed 
Army Hospitals 
Write to: The Surgeon General 
Department of the Army 
Washington 25, D. C 
Att.: Personnel Division 


Please direct all inquiries regarding tuition, entrance requirements and other specific 
information to the school and not to the American Physical Therapy Association. 
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Abstracts 


The Reflex Responses to Infla- 
tion or Deflation of the Lungs 
and Their Importance in the 
Regulation of Respiration 


J. Garcia Ramos, Am. Rev. Tuperc., 
73:519-528, April 1956 


It is known that inflation or deflation 
of the lungs produces marked 
changes in the rate of breathing. 
However, in all reviews on control 
of respiration, this control is mainly 
attributed to oxygen and carbon di- 
oxide tensions and to hydrogen ion 
concentration. The inflation and de- 
flation reflex responses are accorded 
only a small part. With the growth 
of thoracic surgery, however, and its 
resulting inflation or collapse of part 
or all of a lung, it is necessary to 
consider to what an extent the ac- 
companying changes can be due to 
the activity of these reflexes. In 
some patients in whom part of the 
lung tissue has been excised, and in 
whom resection has not been fol- 
lowed by thoracoplasty a great re- 
duction in diaphragm movement has 
been reported. In these patients the 
remaining lung tissue is stretched in 
order to fill the chest cavity. There 
have also been some reports on pa- 
tients with emphysema, in whom the 
collapse of the distended lung has 
been followed by a reduction of 
dyspnea. The question arises: Does 
the Hering-Breuer reflex maintain 
inhibited respiratory movements for 
long periods of time, even if there is 
degree of superimposed as- 
phyxia? The purpose of this study 
is to try to obtain experimental data 
to answer that question. 

In anesthetized rabbits the respir- 
atory responses to inflation and de- 
flation of the lung were measured. 
Pulmonary ventilation, electrical ac- 
tivity of the diaphragm and oxygen 
saturation were measured and re- 
corded. The results show: that there 
is a definite relationship between 
stimulus and response; that this re- 
lationship does not change with 
anesthesia up to the surgical level or 
with moderate increase or decrease of 
oxygen or carbon dioxide tension in 
the inspired air; that the Hering- 
Breuer reflex can maintain a level in 
pulmonary ventilation for indefinite 
periods of time; and that the organ- 
ism adapts itself more easily to 
changes of the gas tensions in the 
blood than to the Hering-Breuer re- 
flex. 
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The present results can then ex- 
plain the clinical observations men- 
tioned above—the impairment of 
lung ventilation after partial lung 
resection without thoracoplasty, the 
decrease of respiratory activity in 
emphysema and asthma, where the 
loss of elasticity and destruction of 
lung tissue produces some degree of 
distention of the rest of the alveoli. 


Rehabilitation Following Thora- 
cie Surgery 


Gladys M. Storey, Brrr. J. 
Mep., 19:73-79, April 1956 


Puys. 


If the rehabilitation of the thoracic 
surgery patient is to be a success, 
it should start as soon as the decision 
to operate has been made. The ex- 
pected degree of return to normal 
depends entirely upon the diagnosis 
and the type of surgery performed. 
It is therefore essential that the 
physical therapist have a clear under- 
standing of all aspects of the disease, 
its prognosis, and the effects of 
surgery. 

The treatment program is divided 
into preoperative training and post- 
operative training. The basic duties 
of the physical therapist in each part 
are discussed in detail. Preoperative 
training may include an_ exercise 
tolerance test, a test of the efficiency 
of respiration, breathing exercises, 
exercises to improve muscle tone and 
mobility, and an explanation of the 
postoperative training. There are cer- 
tain conditions which require special 
preoperative care—those patients who 
have a phrenic nerve crush, those 
who have esophageal or gastric 
lesions, those who have an excessive 
production of sputum, and those who 
have weak muscles and poor posture. 

The postoperative treatment is di- 
vided into two phases--the immediate 
postoperative period in the hospital 
and the convalescent period in a con- 
valescent home or _ rehabilitation 
center. In the first of these two 
phases it is important for the physical 
therapist to try to restore respiratory 
function as soon as possible by en- 
couraging the patient to concentrate 
on expiration, coughing, expectora- 
tion, and finally to increase expansion 
in all areas, especially the basal area. 
In this phase also, movements of the 
feet and legs are encouraged: a care- 
ful check is kept on the satisfactory 
functioning of the intercostal drain- 
age tube; and efficient respiration 
must be restored if paradoxical 
respiration occurs. This first physical 
therapy treatment should be started 
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about an hour after the patient's re- 
turn from the operating room, and 
continued in the afternoon. From 
this time onward the physical therapy 
program may be divided into four 
parts: (1) the maintenance of cor- 
rect posture, (2) the increase of 
respiratory efficiency, (3) the estab- 
lishment of coughing and expectora- 
tion, and (4) the maintenance of 
mobility and restoration of function 
of all parts of the body. 

When the patient leaves the hospi- 
tal it is usual for him to have a 
period of convalescence either at a 
convalescent home, on holiday with 
the family, or at a rehabilitation cen- 
ter. The aim is basically to improve 
the patient’s general health and to 
give him confidence in his ability to 
return to employment. Where this is 
not possible, his capabilities should 
be tested, and in some cases he 
should be trained in some new or 
more suitable occupation. 


Muscular Dystrophy—l. History, 
‘linieal Status, Muscle Strength, 
and Biopsy Findings 


G. H. Fetterman, M. J. Wratney, J. 
S. Donaldson, and T. S. Danowski, 
Am. J. Dis. Cuitp., 91:326-338, April 
1956 


This is the first of a series of papers 
on muscular dystrophy which are ap- 
pearing in the above journal. It is a 
report of the findings from a study 
of 31 children with a history of motor 
weakness suggestive of muscular dys- 
trophy. The authors wished to repeat 
and reassess some of the older clini- 
cal and laboratory observations 

The group in this study consists of 
27 boys and 4 girls. The study in- 
cludes a history of the familial inci- 
dence, if any, the onset, the present 
status of the patient, the strength of 
muscle groups, biopsies of deltoid 
and gastrocnemius, and a reevalua- 
tion of muscle strength at intervals 
following biopsy. 

Almost one-third of the children 
had one or more siblings who had 
progressive loss of muscle strength. 
The illness had been present on the 
maternal side in one instance and not 
at all on the paternal. The age of 
onset and pertinent information con- 
cerning their physical status are sum- 
marized in a table. The muscle 
strength was evaluated by a physical 
therapist. From these tests the 31 
patients were arranged in order ac- 
cording to the averaged strength of 
trunk, abdominal, lower extremity, 
neck, and upper extremity muscle 
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groups. It was found that all the 
muscle groups tested showed impair- 
ment, even though weakness in some 
muscle groups had not been grossly 
apparent clinically. Normal function 
was usually found only in muscle 
groups of the hands and feet. The 
involvement appeared to be sym- 
metrical and equal, with the loss of 
strength more pronounced in the 
lower extremities. 

Biopsy specimens were obtained in 
22 of the patients. The most char- 
acteristic histologic finding was in 
the pattern of involvement, that is, 
the presence of swollen, degenerated, 
or atrophic muscle fibers, inter- 
mingled with normal fibers. Inter- 
stitial changes included fatty infiltra- 
tion and/or fibrosis. An attempt was 
made to evaluate the intensity of the 
lesion with the clinical status of the 
patient. The findings show a high 
positive correlation between the 
pathological change and the clinical 
status in patients with muscle 
strength reduced below 50 per cent 
of normal. On the other hand the 
presence of far advanced pathological 
change in the group with muscle 
strength still above 50 per cent indi- 
cates that the pathological change 
precedes clinical deterioration. There 
was no evidence that the biopsy pro- 
cedure by itself produced any harm- 
ful effects upon the muscle strength. 


Surgical Procedures of Value in 
Rheumatoid Arthritis 


Robert Harris, CANap. 
512-514, April 1, 1956 


M.A.J., 74: 


Certain surgical procedures are of 
definite value in the treatment of 
rheumatoid arthritis. This paper re- 
views the experience of the ortho- 
pedic service of the Toronto General 
Hospital during the past few years. 
Here 54 operations were performed 
on 34 arthritic patients. 

This group of patients indicated 
general findings as follows: 1. Surg- 
ical procedures do not affect the 
course of this systemic illness. How- 
ever, surgery should be withheld un- 
til the disease is relatively quiescent. 
2. Arthroplasty by the excision meth- 
od is almost certain to produce in- 
creased movement. The _ instability 
produced is so great as to make it of 
little value in weight-bearing joints. 
In these, some form of replacement 
arthroplasty is required. 3. Arthro- 
desis remains the most effective meth- 
od of reducing pain, and is the most 
useful procedure in weight-bearing 
joints which have little movement 
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and much pain. 4. Division of soft 
tissue or bone for the release of 
flexion contractures is of definite 
value, and should probably be per- 
formed rather earlier than is cus- 
tomary, particularly in the knee joint. 


Physiologic Basis for Rational 
Therapy in Chronic Pulmonary 
Emphysema 


James J. Feffer and James P. Mann, 
Postcrap. Mep., 19:332-340, April 
1956 


\ better understanding of the patho- 
physiology of obstructive pulmonary 
emphysema has led to a logical thera- 
peutic approach and to more favor- 
able clinical results. There is evi- 
dence that a large portion of the 
disability in emphysema is caused 
by a disturbed pulmonary physiology 
and not by organic changes. 

The basic abnormality appears to 
be obstruction to expiratory air flow. 
This obstruction is due to a combina- 
tion of three factors — a spasm of the 
walls of the smaller bronchi and 
bronchioles, an edema of the respira- 
tory mucosa, and the presence of 
increased secretions. Each of these 
components tends to reduce the size 
of the bronchial lumina. These three 
factors plus normal physiologic con- 
traction of the bronchi on expiration, 
make it impossible to expel all the 
inspired air from the lungs and 
consequently result in “trapping.” 

Various types of therapy are des- 
cribed — nebulization therapy, evacu- 
ation of bronchial secretions, hor- 
mone therapy, and breathing exer- 
cises. Postural drainage is mentioned 
as a most important method of evac- 
uating secretions. It is stated that 
breathing exercises will improve 
ventilation efficiency; that increased 
diaphragmatic excursion can be de- 
veloped by special training and daily 
practice. Patients with emphysema 
often require specific treatment for 
recurrent acute bronchitis and 
bronchopneumonia, polycythemia, cor- 
pulmonale, and respiratory acidosis. 
These are discussed in detail. 

An adequate therapeutic program 
must utilize a combination of methods 
selected to fit the needs of the indi- 
vidual patient. Physiologically di- 
rected therapy involves the use of 
procedures which restore or maintain 
the function of the respiratory sys- 
tem. Life expectancy will be in- 
creased in practically all of the 
adequately treated patients and the 
majority will experience significant 
improvement in exercise tolerance. 
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The Phantom Limb 


Andor A. Weiss, ANN. Int. Mep., 44: 
668-677, April 1956 


In spite of the rather extensive liter- 
ature about the phantom limb, there 
is still much variance of opinion as 
to its etiology and treatment. 

There is evidently a difference 
between the “natural phantom” that 
an amputee experiences and the pain- 
ful phantom limb. The “natural 
phantom” is that rather painless 
sensation in which the patient feels 
that the extremity is still present; he 
may even feel he is moving the part. 
These sensations are not present in 
the congenital amputee and usually 
disappear in the acquired after 
several years. 

Often, the more painful sensations 
of tingling, burning, or cramping oc 
cur in the stump of the amputee. 
The pain of the phantom limb varies 
in intensity and type. 

There are 3 theories concerning the 
etiology of the phantom limb: (1) 
peripheral, (2) central and (3) 
psychogenic. The mechanism of pro- 
duction of pain due to peripheral 
origin is a vicious cycle. Painful 
sensations from an infected stump 
or neuroma may start a chain of 
events that leads to severe persistent 
pain. The painful impulses may set 
off an autonomic impulse with vaso- 
spasm and a cold, clammy, and in- 
creasingly painful stump. Treatments 
generally consist of resection of 
neuromas or sympathectomy; some- 
times, repeated percussion of the 
stump neuroma is helpful. 

The adherents of the “central” 
theory invoke the cerebral “body 
image” concept to explain the phan 
tom phenomenon. As a result of 
various sensations the person builds 
up an image of himself in the world. 
The parts of the body more richly 
supplied with nerves—such as the 
hands—have a_ stronger cerebral 
representation and, therefore, are felt 
to be present more often following 
amputation. 

The phantom limb is probably a 
combination of peripheral and central 

the former to explain the pain and 
the latter to explain the true phan- 
tom. In addition to these explana- 
tions of organic etiology, there is a 
psychogenic aspect in most cases. 
The loss of a limb is a psychic trauma 
which is difficult to accept. Herein 
psychotherapy and shock therapy are 
advocated by some physicians. Pos- 
terior chordotomy, prefrontal _lo- 
botomy, and removal of cerebral 
sensory area are also advocated by 
other authorities. 
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importance. Concomitant with this 
idea is pre-and postoperative counsel- 
ing with the patient, exercise, band- 
aging, positioning, and prevention of 
infection of the stump. The patient 
should be stood up soon, a pylon 
fitted, and early ambulation started. 


The Child with the Upper Ex- 


tremity Amputation 


Carol D. Halpern, Am. J. Occur. 
Tuerapy, 10 (Part I) : 50-56, March- 
April, 1956 


The majority of children with upper 
extremity amputations are congenital 
cases. The most common type is the 
unilateral below-elbow amputee. This 
article is concerned with below-elbow 
amputation and is based on experi- 
ence with 21 children between the 
ages of 344 and 15 years with con- 
genital amputations. 

The child should be fitted with a 
prosthesis when he is very young so 
he can appear, act and feel more 
nearly normal. As a child he will 
not miss his arm too much and can 
function very well with the stump; 
however, as he grows older, certain 
tasks can best be done with two 
“hands” and he will become more 
self-conscious of his “empty sleeve.” 
Ideally it is good to fit the child 
with a prosthesis before he develops 
excessive and abnormal use of the 
stump. Best results have been ob- 
tained with the preschool child. 

The prosthesis used is of a regular 
type, scaled for children. The termi- 
nal device may be a hook which is 
more functional or a hand which has 
the cosmetic advantage. In either 
case, the terminal device is opened 
by arm flexion and due to 
tension exerted on rubber bands. The 
rest of the prosthesis consists of wrist 
device, adjustable for various posi- 
tions of supination-pronation, fore- 
arm socket. elbow device, arm cuff 
and harness. 

After the prosthesis is carefully 
checked for fit and function, the 
training stage begins. The program 
is more concentrated during the first 
2 weeks. The child needs much en- 
couragement and correction in the 
use of the prosthesis. Bimanual 
activities must be varied and of 
interest to him. The child must learn 
two important things in control train- 
ing: (1) to become aware of the 
minimum amount of shoulder flexion 
necessary to open the terminal device, 
and (2) to be able to open the device 
at various angles of elbow flexion- 
extension. 
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The parents should also be well 
oriented in care of the prosthesis, its 
limitations and uses, and the im- 
portance of clinical follow-up. 


The Degenerative Dise Syndrome 
of the Low Back 


Allen M. Ferry, Vircinta M. Montn- 
LY, 83:146-150, April 1956 


The degenerative disc syndrome ot 
the low back is a prevalent problem 
of many people. There are difficulties 
in its diagnosis and correction. The 
best treatment, therefore, is preven- 
tion. Such degeneration of the disc 
begins at maturity and is increased 
by trauma, stress and most important, 
by faulty posture. 

Extension of the back causes a de- 
crease in size of the neural canals. 
With conditions that further limit 
the canal size, pressure is readily 
placed on the nerve roots causing pain 
Extension of the back also narrows 
the posterior portion of the inter- 
vertebral space. This position of re- 
peated hyperextension, as evident in 
sway back or lordosis, causes con- 
tinued pressure developing in postero- 
lateral dise protrusion. 

The differential diagnosis between 
true low back disc derangement and 
strains is difficult. X rays, particu- 
larly in the standing position, may 
help. A series of 200 x-ray films 
revealed that in 84 per cent of the 
patients, who were in the neutral or 
normal standing position, the lumbo- 
sacral or L4-L5 joints were extended. 
This factor is significant in the cause 
of and treatment for low back pain 
and degenerative disc syndrome. 

The treatment indicated is conserv- 
ative, with surgery being postponed 
if at all possible. The patient should 
be immobilized in bed in a partially 
flexed position during the acute stage. 
Heat and massage should be started 


early. When acute symptoms have 
subsided, 2 progressive regime of 
abdominal exercises and low back 


stretching is begun. When sitting 
and standing is allowed, emphasis is 
on posture, maintaining the pelvic 
tilt, or flattening of the low back. 
With this conservative program many 
of the difficulties can be corrected. 
It is especially important to try pos- 
ture correction since the patient may 
not have a ruptured disc. The opera- 
tion in itself is not without risk. If it 
seems that surgery cannot be avoided, 
good after care of the back is essen- 
tial to prevent further trouble from 
developing. 
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Femoral Periarterial Sympathec- 
tomy for Delayed Healing After 
Amputation 


Ruscoe Clarke and Mary Fisher, 
Lancet, (No. 6919): 364-366, April 
7, 1956 


Femoral periarterial sympathectomy 
has been used for various vasomotor 
and trophic disturbances ot the ex- 
tremities including Raynaud's dis- 
ease, diabetic and arteriosclerotic 
gangrene, chronic ulceration of the 
leg, frostbite and causalgia. The 
results have varied. 

Frequently the problems of delayed 
healing and necrosis occur after am- 
putation in patients with arterio- 
sclerotic gangrene. Other methods of 
repeated higher amputation may solve 
the problem of necrosis, but one is 
hesitant of a second and more prox- 
imal amputation. Lumbar sympathec- 
tomy has a more widespread and last- 
ing effect, but this is no minor opera- 
tion for the frail and elderly patient. 

Both of the reported cases in this 
paper had arteriosclerotic gangrene 


necessitating midthigh amputation. 
Postsurgically, usual medications 


were used including tolazoline and 
penicillin. The wounds did not heal 
well. One stump was edematous and 
the other developed gangrene. There- 
fore, about one month after the ampu- 
tation surgery, a femoral periarterial 
sympathectomy undertaken to 
encourage healing. Twenty-two days 
later good healing was evident. 


was 


There are two reasons why this 
operation may prove successful in 
such cases. The blood supply is 


needed in the more proximal part of 
the leg: healing is likely to occur 
within 5 weeks following the opera- 
tion. 


Tuberculous Meningitis in Chil- 
dren: A Preventable Illness 


Dirk Verhoeff and Cyril Evans, 
Nortu Carouna M. J., 17:103-107, 
March 1956 


A study of 2 white and 13 negro 
children admitted to the North Caro- 
lina Sanitorium with a diagnosis of 
tuberculous meningitis is presented. 
Diagnosis was made either prior to or 
at the time of admission, which was 
during the years 1953 and 1954. The 
age group ranged from 5 months to 
10 years; 11 of the 15 being under 
3 years of age. 

Tubercle bacilli cultures obtained 
from spinal fluid and/or gastric wash- 
ings formed the basis of the diag- 
nosis. If the tubercle bacilli were not 


isolated in these tests, the results 
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from cerebrospinal fluid findings, the 
presence of pulmonary tuberculous 
lesions, positive tuberculin skin tests 
and clinical progress of the disease 
were used. Spinal fluid changes spe- 
cific to tuberculous meningitis in- 
clude increase in initial pressure and 
in the number of cells per cubic milli- 


meter. Also, the protein content is 
elevated, and the sugar content is 
lowered. If the fluid is allowed to 


stand, an opalescent fibrin web may 
form. 

Six case studies are presented for 
the main purpose of emphasizing the 


early recognition and treatment of 
the disease. The probability that 
tuberculous meningitis could have 


been prevented in at least 1] of these 
15 children is discussed. Six of a 
group of 9, whose first symptoms 
were those of meningitis, had been in 
close contact with people in acute 
stages of tuberculosis. 

Treatment advocated is now main- 
ly that of isonic«*‘d therapy, 8 to 10 
mg. of this drug per kilogram of 
body weight given daily either orally 
or intramuscularly. Other drugs used 
concomitantly are: streptomycin, 
para-aminosalicylic acid and adrenal 
steroids. 


the 


Adduction Contracture of 


Thumb 


J. Edward Flynn, New Encranp J. 
Mep., 254:677-686, April 12, 1956 


Adduction contracture of the thumb 
presents a most serious disability of 
the hand. The hand is incapable of 
proper grasp, pinch, and stereognosis. 
The functional anatomy of the thumb 
is described in detail. No one muscle 
acts alone, and ali motions are the 
result of coordinated action of all 
muscles. The motion in one joint 
usually requires fixation in appropri- 
ate position of the joints proximal to 
the one being moved. Whenever any 
muscle contracts there must be a 
reciprocal relaxation of its opponent. 
The individual thumb motions are 
then discussed. 

Adduction deformity in its simplest 
form predicates fixation of the thumb 
in the position of adduction against 
the radial berder or in front of the 
radial third of the palm of the hand. 
In general, the deformity will be 
such as to preclude opposition, appo- 
sition, adequate flexion of the index 
and long fingers, and maximal loss 
of effective function of the hand. The 
commonest causes of adduction con- 
tracture are burns, trauma, infection, 
ischemia, paralysis, spastic condi- 
tions. and improper splinting. 
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The main part of this paper then 
describes the surgery for this type of 
deformity, particularly when primary 
therapeutic measures have been 
neglected or ineffective. The surgery 
described includes z-plasty, full thick- 
ness or thick intermediate-thickness 
graft, division of the insertion of the 
adductor pollicis, excision of all 


contracting tissues, fusion of the 
carpometacarpal joint, pedicle graft, 
and tendon transfer. Several case 


reports which illustrate the various 
extents of adductor contractures, the 
different causes, and the various 
procedures are included with illustra- 
tions. 


Peroneal Translocation for Pa- 
ralysis of Plantar Flexor Muscles 


E. C. Elkins, J. M. Janes, E. D. 
Henderson, and J. J. McLeed, Surc., 
Gynec. AND Opst., 102:469-471, April 
1956 


Paralysis or marked weakness of the 
plantar flexors results in the follow- 
ing: (1) a limp because of inability 
to “toe-off’, (2) inability to climb 
stairs or walk rapidly, and (3) a 
tendency toward severe talipes cavus 
and calcaneal deformities. This arti- 
cle discusses the translocation of the 
tendon of the peroneus longus to 
alleviate these disabilities. The ad- 
vantages of translocation as compared 
to transplantation are listed. (1) 
Structures are displaced without dis- 
turbing their continuity. (2) Suture 
of a tendon is avoided. (3) The 
period of immobilization is shorter. 
(4) The muscle is immediately 
placed under tension, which prevents 
loss of strength. 

The surgical procedure is described 
in detail. Briefly, the tendon of the 


peroneus longus is freed from its 
sheath. A groove is made on the 


posterior and plantar surfaces of the 
calcaneus. The position of the tendon 
is changed so that it lies in this 
groove. After completion of surgery 
a cast is applied with the foot in 
plantar flexion. At the end of 3 
weeks physical therapy is started. 
This consists of whirlpool, deep 
sedative massage, stretching of the 
translocated tendon, reeducation exer- 
cise of the muscle in its new function 
of pure plantar flexion, and pro- 
gressive resistive exercises to increase 
power. 

Of the 34 operations reported on 
here, 94.2 per cent were followed 
either by improvement of deformity 
or by no further progression of it. It 
is stressed that the peroneus longus 
muscle must be normal or nearly so. 
It must possess the required power in 


its new position to enable the patient 
to stand on the affected foot with the 
heel raised from the floor. The avail- 
able leverage is not great and the 
weight of the entire body is to be 
lifted. Also, any power which the 
gastrocnemius muscle can exert aids 
in the success of the procedure. 


The Operative Treatment of Pec- 
tus Exeavatum 


Mark M. Ravitch, J. Peptar. 48:465- 
472, April 1956 


Pectus excavatum is a congenital 
anomaly usually noted after 
birth and demonstrating a tendency 
toward progression. This deformity 
of the chest wall is characterized by 
a depression of the body of the stern- 
um, thus causing a concavity possibly 
reaching as far back as the vertebral 
bodies. Bending backward of the 
lower costal cartilages toward the 
displaced sternum increases the 
breadth of the concavity. Maximal 
depth is usually noted just above the 
xiphisternal junction. 

More severe cases of pectus excava- 
tum, or funnel chest, may carry with 
it other deformities; a decreased 
anteroposterior diameter, a moderate 
dorsal kyphosis and a forward thrust 
of the head. Infants and children may 
feature an inward motion of the 
sternum and prominent protrusion of 
the abdomen upon inspiration. Dis- 
placement of the heart, to the left 
and rotation posteriorally, is another 
deformity—the degree of which is 


soon 


determined by the severity of the 
funnel chest. 
Operative procedures to correct 


this condition are indicated for ortho- 
pedic, physiologic, and cosmetic pur- 
These procedures should be 
undertaken at the earliest possible 
age. Thus deformities often appear- 
ing secondary to funnel chest may be 
avoided. Dyspnea, cardiac arrhy- 
thmias, exercise intolerance, and 
social embarrassment for the adoles- 
cent are strong indications for opera- 
tion. Corrective exercises, without 
undertaking surgery, are not thought 
to be beneficial. 

The technic of this operation is 
described in detail. Distorted cartil- 
ages are removed, the sternum is 
fixed in its proper position, and all 
other structures which may recreate 
the deformity are freed. 

Fifty operations of this type have 
been performed on 43 children and 
7 adults. Ages ranged from 3 months 
to 38 years. The single death in this 
group was caused by a massive and 
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immediate wound infection. Patients 

may have tachycardia and fever for 
a day, but are usually ambulatory on 
the second or third day. Postopera- 
tive reports have indicated the suc- 
cess of this operation and the in- 
creased vigor and energy of the 
patient. 


The Rehabilitation of Crippled 
Children 


Jayne Shover, Hosprrat MANace- 
MENT, 81:39-41, April 1956 


This is one of a series of articles on 
Rehabilitation appearing in Hospital 
Vanagement, April 1956. The author 
is Associate Director of the National 
Society for Crippled Children and 
Adults. She discusses the current 
trends and recent developments in 
the rehabilitation of crippled chil- 
dren. 

Two decades ago the crippled 
child was treated as a medical prob- 
lem only, with no particular plan for 
meeting his other needs. Frequently, 
he was isolated within the family 
group. He often found himself with 
little social or recreational life, with- 
out the ability to know or understand 
his nonhandicapped fellows, and with 
few experiences which would help 
him to adjust to the so-called “norm- 
al” world in which he would live as 
an adult. 

Today, that picture is changing. 
The modern rehabilitation program 
stresses comprehensive planning. It 
may begin with medical diagnosis, 
hospitalization and surgery, but is 
followed by an after-care plan lead- 
ing to the use of all the community 
facilities required to meet the child's 
needs. Parent education and informa- 
tion form an essential part of this 
plan. All resources are being mar- 
shalled to develop the potentialities 
of the crippled child with a view to 
making him a participating and vital 
force in his home and community. 

The specific role of the hospital 
staff in this program is discussed. 
This includes surgical, medical and 
nursing care, nutritional needs, plan- 
ned recreation programs, occupa- 
tional therapy, educational planning, 
and social work planning with the 
family. The hospital staff is also 
concerned with the planning for the 
child at discharge. In most instances 
there is need for continuing a re- 
habilitation plan in the community 
after release from the hospital. This 
covers medical supervision, physical, 
occupational and speech therapy, spe- 
cial education, recreation, and for the 
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older child, vocational guidance and 
training. The trend now is for all 
community agencies to join in the 
teamwork effort required to provide 
the best possible rehabilitation serv- 
ices for crippled children. 


Value of a Yearly Physical Survey 
In the Adult Female 


Robert N. Rutherford and A. Law- 
rence Banks, J.A.M.A., 160:1289- 
1292, April 14, 1956 


\ program of annual physical exam- 
inations has been developed on the 
basis of 5 years experience with 5,000 
female patients. The desire on the 
part of the patients for the yearly 
check-up was outstanding. While the 
primary purpose was an attempt to 
detect early cancer, other coincidental 
medical problems were watched for. 
The patients were 20 to 55 years of 
age. Some had come in originally 
about obstetric or gynecologic prob- 
lems and others had come just for a 
check-up. 

The plan for the yearly check-up 
included many procedures. First, a 
careful history was taken. Here care 
was taken to detect changes in 
physiological patterns during the 
year. The physiological examination 
was rather complete with emphasis 
on the female organs, including tak- 
ing a vaginal smear. Laboratory 
studies were carried out. The patient 
was also given instruction in a simple 
breast palpation examination, which 
she is to carry out monthly at home. 
In addition to the yearly check-up, 
she was encouraged to report immedi- 
ately if she experienced unexplained 
pain, bleeding, or fatigue. 

By careful screening, preinvasive 
or early cancer can best be detected 
at a time most favorable for treat- 
ment and/or cure. This program also 
enables the physician to catch other 
constitutional illness as well. It also 
emphasizes to the patient the desire 
of the physician to anticipate and to 
prevent problems. With improved 
methods of laboratory procedure the 
examination can become more valid 
and large scale procedures can reduce 
the cost per patient. 


Clinical Investigations on Attenu- 
ated Strains of Poliomyelitis 
Virus 

Hilary Koprowski, et al., J.A.M.A., 
160 :954-966, March 17, 1956 


Since about 1950 research has demon- 
strated encouraging results in the at- 
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tempt to immunize against poliomye- 
litis with live attenuated viruses. 
Further investigation of some of the 
problems connected with this pro- 
cedure is undertaken in the present 
study. 

Children from a state institution 
for mentally defective children were 
used. After obtaining needed per- 
mission, the children were isolated in 
a separate building. Strict isolation 
procedures were enforced. The chil- 
dren were all mentally deficient and 
the majority had a variety of chronic 
neurological diseases. One hundred 
and fifty nonimmune subjects re- 
ceived type 2 TN virus strain and 75 
received type 1 SM strain. Labora- 
tory studies included isolation of 
poliomyelitis virus from stools and 
neutralization tests. 

During the entire period of study 
there was no acute disease with 
neurological manifestations. The 
clinical problems which arose were 
definitely related to the preexisting 
chronic abnormality or acute condi- 
tions such as the common cold and 
pharyngitis. All children developed 
poliomyelitis antibodies. The type 
1 SM strain was excreted by every 
child and type 2 TN strain was rarely 
excreted. 

After the preliminary study with 
the children isolated from each other, 
certain subjects were allowed to be 
in close contact with previously in- 
fected children. Transmission of the 
attenuated type 1 SM strain from 
infected child to exposed child occur- 
red in 5 out of 15 contacts. Type 2 
SN strain, however, was not trans- 
mitted, and therefore is demonstrated 
to be noncontagious. 

In another procedure some chil- 
dren were fed virus simultaneous with 
an injection of immune serum globu- 
lin. In this study it was evident that 
the gamma globulin had no effect on 
the antibody response. 


Heart Involvement in Progressive 
Muscular Dystrophy 


Arthur A. Berenbaum and William 
Horowitz, Am. Heart J., 51:622-627, 
April 1956 


The occurrence of cardiac involve- 
ment in progressive muscular dys- 
trophy has recently come to be 
recognized as a fairly frequent sequel 
to the primary disorder. Previously, 
it was considered a rare complica- 
tion of the underlying disease pro- 
cess. It has been estimated that the 
heart is involved in one form or 
another in about 50 per cent to 85 
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per cent of the cases, particularly of 
the childhood type. As muscular dys- 
trophy is by no means a rare disease, 
this large proportion of cardio-vascu- 
lar complications becomes an im- 
portant problem. 

Several recent reports link the 
cardiac manifestations in progressive 
muscular dystrophy to the primary 
myopathy. They suggest the term 
“dystrophic heart disease.” The 
present authors report a case of pro- 
gressive muscular dystrophy in which 
myocardial involvement was not sus- 
pected until the development of con- 
gestive heart failure. The patient 
promptly responded to treatment. 
However, the patient died suddenly 
five weeks later when the condition 
was apparently well controlled and 
the patient was ambulatory. The 
evidence in this case is highly in 


Book Reviews .. . 


Human Physiology. By F. R. Win- 
ton, M.D., D.Sc., Professor of Phar- 
macology, University College, Lon- 
don; and L. E. Bayliss, Ph.D.., 
Honorary Research Associate in 
Physiology, University College, Lon- 
don. Fourth Edition. Cloth; price 
$8.00. Pp. 616; illus. Little, Brown 
& Co., Boston 1955. 


Since the first publication in 1930, 
this textbook has had a reprinting 
after each edition. The fourth edi- 
tion has undergone extensive revision 
in an effort to present the current 
advances of a luxuriant expansion of 
knowledge in fundamental and ap- 
plied physiology. The whole, or large 
parts, of nine chapters have been re- 
written. Chapters on “Body Fluids” 
and “Transmission at Nerve Endings” 
have been made separate entities: 
while the chapters on “Metabolism 
and Energy Liberation” and the 
“Central Nervous System” were en- 
larged. 

The illustrations, graphs and tables 
are numerous, clear and understand- 
able and many of the new ones 
original. The bibliography at the 
end of the book is by no means com- 
plete. The authors intended it only 
as a guide for students wishing to 
penetrate more deeply into a specific 
branch of physiology. It contains 
many books and articles which repre- 
sent the best available account of 
their field although not the whole of 
their content is up to date. 

As in other physiology textbooks, 
this one does not seem to emphasize 
any one special area. The influence 
of exercise on the cardiovascular- 
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favor of myocardial involvement by 
the dystrophic process. 

The clinical manifestations of pro- 
gressive muscular dystrophy are dis- 
cussed. Other cases of cardiac in- 
volvement by the dystrophic process 
are reported in literature. In one 
case the changes in the myocardium 
were much more striking than those 
in the skeletal muscle; in others, the 
lesions in the myocardium were 
identical with the lesions in the 
skeletal muscles. 


Our Abstractors for August 


Again we wish to express our 
appreciation for the assistance given 
the editors by Jean Cuthbertson and 
Judith Kurtz in the preparation of 
abstracts for this issue. 


respiratory and neuromuscular sys- 
tems is discussed briefly. The aims 
of the authors to encourage the “in- 
tellectual attitude of an alert ex- 
plorer” rather than allowing him to 
remain “the passive recipient of or- 
thodox knowledge” prevails through- 
out this edition. Twelve colleagues, 
each well known in his own field, 
collaborated with the authors in the 
revision of this text on human physi- 


ology 


Recreation for the Handicapped. 
By Valerie V. Hunt, R.P.T., Ed.D., 
University of California, Los Angeles. 
Cloth: price $6.65. Pp. 339; illus. 


Prentice-Hall Inc.. New York, 1955. 


This is a reference book worthy of 
consideration by the recreational 
therapist, or the physical therapist 
who is faced with a situation in 
which he must make some attempt to 
fill the recreational needs of the 
patients under his care. 

The purpose of the book, in the 
words of its author, is “not to review 
the existing philosophies of recreation 
or to comment on their adequacy or 
inadequacy, but to survey briefly the 
basic nature of man, his environment, 
and the interaction between them, 
with a view to determining what a 
need is and how recreation can 
satisfy a need.” 

Toward this end the author has 
organized the book into two parts, 
the first of which serves as a general 
orientation and introduction to the 
field of recreation. Here “the reader's 


attention is directed to the subtle 
biosocial interactions of the disabled 
and to how these increase, lessen, or 
change their recreational needs.” 
Such a section is essential to the 
nature of the book but the subject 
is treated with such scientific ab- 
straction and depth that the reviewer 
was sometimes at a loss to relate the 
discussion to the world of recreation 
and play. It would seem that a more 
simply written introductory section 
might be equally as valuable and 
would certainly assure the writer a 
wider audience. This would be par- 
ticularly true among those therapists 
in allied fields who might find them- 
selves thrust willy-nilly into the field 
of recreation because a need must be 
met. These last, should they leaf 
through only the first 50 or so pages 
of the book, would be discouraged 
from reading further. Nevertheless 
the book offers much of value for 
them. 

Part II of the book deals with the 
more practical aspects of recreational 
activities for the handicapped. Sep- 
arate chapters deal with the deaf, the 
blind, the diabetic, the orthopedically 
incapacitated, the neurologically in- 
capacitated, the epileptic, the cardiac, 
the tubercular, the convalescent, the 
psychotic, the mentally defective, the 
mentally gifted, and the aged. Each 
chapter includes a brief introduction, 
an excellent section of background 
information concerning the emotional 
and intellectual characteristics of the 
particular handicap and the physical 
characteristics to be considered when 
planning a program of recreation. 
There is, further, a discussion of 
special needs and interests of each 
group, program planning, desirable 
equipment and facilities, and recom- 
mended activities. The two final 
chapters deal with Camping and 
Scouting, and the book concludes 
with seven pages of Selected Refer- 
ences. 

It is in this second portion of the 
book that one finds its real value. 
Here are found answers to some of 
the recreational problems arising in 
the homogenous handicapped group 
as well as in the group which may 
contain normals and persons handi- 
capped in one or more of the defined 
areas. Here, too, the style is more 
cursive, clearer, and generally easier 
to read. The discussions of specific 
needs to be met, desirable equipment, 
leader approach, and methods of 
supervision are most helpful. 

The book is recommended to physi- 
cal therapists who may find them- 
selves faced with the necessity of 
meeting at least a part of the recrea- 
tional needs of groups of handi- 
capped persons. 
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Industrial Recreation. A Guide 
to Its Organization and Adminis- 
tration. By Jackson M. Anderson, 
Assistant Executive Secretary and 
Consultant in Recreation and Out- 
door Education, American Associa- 
tion for Health, Physical Education 
and Recreation; Director of Re- 
search, National Industrial Recrea- 
tion Association: formerly Associate 
Professor of Recreation, Purdue U ni- 
versity, Indiana. Cloth; price $5.00. 
Pp. 304. McGraw-Hill Book Co., 
Vew York, 1955. 


This thoroughly written book is the 
first one on the subject of industrial 
recreation. Increasingly business and 
industry are establishing recreation 
programs for their workers. This 
movement has created a need for 
well qualified people prepared to ac- 
cept positions of responsibility and 
leadership in directing and planning 
programs of employee recreation. 
Courses in industrial recreation are 
being offered in several colleges and 
universities This book is de- 
signed as a useful tool to be used by 
the participating in 
courses. 

This volume should also serve as 
a practical guide to company recrea- 
tion directors and other personnel 
administering employee recreation 
programs. However, it should 
not only as a guide, but also as a 
source of information for leaders in 
business and industry. It refers to 
the social implications for industrial 
recreation programs, and the impact 
of the need for recreation within the 
community as the result of twentieth 
century industrialization in America. 

The entire book is based on valid 
and reliable information presented 
from the author's rich background 
and experience in recreation. It is 
authenticated by material based on 
the best accepted practices as re 
vealed by research studies. This vol- 
ume is divided into three parts. Part 
1.—- Principles of Industrial Recrea- 
tion —- defines industrial recreation 
and presents benefits to be derived 
from employee recreation programs. 
It also gives the history of the growth 
and development of industrial recrea- 
tion. There is a fine chapter con- 
cerned with recommended principles 
and policies for program planning 


now. 


people these 


serve 
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and organization and administration. 
Part Il. — The Industrial Program 
discusses the planning and initiation 
of the program. Here the longest 
chapter in the book is written on pro- 
gram activities. It covers in a 
thorough and carefully thought out 
fashion information about those ac- 
tivities which have proved most popu- 
lar in employee recreation programs. 
It points out some of the important 
factors in the selection and promo- 
tion of these activities. Part III. 
Administration of Industrial Recrea- 
tion —is an excellent presentation 
of all the factors which contribute 
to successful administration. The 
fundamentals of effective administra- 
tion including the need for qualified 
and effectual leadership, planned pro- 
gram operational essentials, sound 
financing, physical plant, records and 
reports, publicity and public rela- 
tions, and others are well described. 
This part of the book may be recom- 
mended as profitable reading for any- 
one entrusted with the responsibil- 
ities of administration. 

This book should serve as a text- 
book for courses dealing with the 
organization and administration of 
industrial recreation. It should serve 
as a book for business and 
industrial leaders. It is a book of 
interest to physical therapists because 
it describes an area which when well 
met may decrease their case load of 
disability arising primarily from psy- 
chological and psychosomatic factors, 
and leave more time for the treatment 
of disability resulting from pathology. 


source 


Medical and Psychological Team- 
work in the Care of the Chroni- 
cally Il. Edited by VW. R. Harrower. 
Cloth; price $5.75. Pp. 244. Charles 
(. Thomas, Springfield, Illinois, 1955 


This is a report of the discussions of 
a conference group of internists, psy- 
chiatrists, and clinical psychologists. 
\fter their section leaders had done 
extensive planning, they met together 
for three days to find: 1) ways and 
means of using more effectively re 
habilitation, administration, and state 
agency facilities for the chronically 
ill; 2) solutions to the problems of 
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training and utilization of clinical 
psychologists; 3) an approach to re- 
search problems involving the physi- 
cian and the psychologist. 

From consideration of the first 
topic evolved a not new but well 
crystallized point that the chronically 
ill may be mentally, physically, social- 
ly, occupationally or nutritionally un- 
fit, or any combination of these — in 
many cases the unfitness functioning 
as an escape mechanism for the pa- 
tient. The other point strongly em- 
phasized was that the teamwork 
required for effective care of the 
patients must be backed by heart 
and mind as well as lip service at 
appropriate moments. All too often 
“the team” is on paper, while its 
members are chiefly concerned with 
establishing recognition among them- 
selves. 

In regard to revision of the train- 
ing of clinical psychologists so that 
they can better help the chronically 
ill, a new concept was presented 
which, it was felt, might in a genera- 
tion or two remove much of the over- 
load presently placed on psychiatrists. 
In essence it consists of training 
clinical psychologists to do psycho 
therapy without immediate super 
vision from psychiatrists. Its acknowl 
edged weakness would be that the lay 
therapist would not be able to deter- 
mine or treat intercurrent organic 
disease: hence, effective liaison with 
a physician would be mandator 
under lay psychotherapy licensurs 

The research study reports empha- 
sized the need for increased informa- 
tion on the tie-in between personality 
and disease. It was felt that a good 
starting point might be the accumula 
tion of verbatim records of physician- 
patient conversation, with a psycholo 
gist analyzing the records for ways of 
improving physician approach and 
for indications of patient personality 
imbalance. 

This book will be of value to those 
in the medical and allied professions 
who work on the administrative level, 
and will help them to develop more 
efficient and effective teamwork in the 
eare of the chronically ill. 

The reviews here 
been prepared by competent au- 
thorities and do not represent the 


opinions of the American Physical 
Therapy Association 


published have 


Our Book Reviewers for August 


James E. Griffin, 


Sara Jane Houtz, Research and Educational Con- 


Associate in Physical Therapy, 
University of Pennsylvania, Philadelphia. 


apy: Physical 
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Therapy 
Sargent College of Physical Education, Cambridge. 


Director, Boston University, 


am L. Rodenberger, Major USAF 
Officer-in-Charge Physical Therapy, 3201st USAF Hospi- 
tal, Eglin Air Force Base. Florida. 


A - (MSpC), 
sultant, Detroit Orthopaedic Clinic, Detroit. y 


Adelaide L. MeGarrett, Professor of Physical Ther- 
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What's New...... 


150. Variable/Intermittent Traction 
Machine 


Simplified lightweight unit includes all facilities 
necessary for administration of both vertical and 
horizontal cyclic traction. Levinthal Varitrak 
quickly mounts on wall bracket or foldaway table 
bracket. 

The manufacturer states that, operating at 3 cycles 
per minute, the machine has adjustments to give 
any range of force up to 50 pounds. Controls 
are arranged so that if desired the patient can 
start and stop the cycle at will. 


A full line of accessories is available including 
halters, belts, and crossbars for cervical, pelvic, 
and leg traction as well as for installation of the 
machine on hospital beds. Levinthal Electronic 
Products. Ine. 


151. Seat Unit 


Alternating pressure-point unit fits any chair. It 
operates on same principle as alternating pads for 
bedridden patients. 


Electric motor drives air pump which inflates 
and deflates alternate rows of air cells on four- 


For more information on items 
write to The Physical Therapy 
Review, 1790 Broadway, New 
York 19, N. Y. 


New items which may be of in- 
terest to physical therapists will be 
mentioned in these pages each 
month. The accompanying explana- 
tions are made by the manufacturers 
and have not been investigated by 
the Physical Therapy Review. 


minute cycle. Seat pad prevents pressure sores 
hy massaging pressure areas of buttocks as pad 
cells inflate and deflate automatically, manufac- 
turer states. R. D. Grant Co. 


152. Enamel-Ceramic Kiln 


Duo-Kiln can be used for enameling. ceramics. 
and even porcelain decoration. It sells for only 
$29.95. Among the features are an 8” x9” x 
44” firing chamber, a 3 heat, 15 amp. U. L. 
approved switch, U. L. approved cord and ac- 
cessory pyrometer. 


The Duo-Kiln cabinet is welded-steel finished 
with a heat-resistant metal coating. It’s plug- 
type door has a peep hole and heavy-duty piano- 
style hinge. 

Firing temperature range is up to 2050° and 
heating time to 1500° is 45 to 55 minutes. The 
Copper Shop. 
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Classified WANT-ADS 
WORK IN TORRANCE, CALIFORNIA, near Los PHYSICAL THERAPISTS WANTED: Easter Seal Cen- 


Angeles and beach resorts. Several openings for physi- 
cal therapists at Los Angeles County Harbor General 
Hospital. Must be graduate of approved school. Good 
salary, civil service benefits. Promotional opportunities. 
Write: Personnel Director, Harbor General Hospital, 
1124 W. Carson Street, Torrance, California. 


QUALIFIED PHYSICAL THERAPIST—Well estab- 
lished PM & R unit serving 312-bed general hospital. 
New England college town. Liberal personnel policies. 
Good starting salary. Semiannual reviews. Living quar- 
ters optional. Laundry furnished. Write Mr. George 
Stoddard, Personnel Director, Mary Hitchcock Memorial 
Hospital, Hanover, New Hampshire. 


POSITIONS AVAILABLE for qualified physical thera- 
pists for active rehabilitation department in modern 
500-bed, chronic disease hospital. Salary open. Four 
weeks’ vacation. Sick benefits. Lunches. Apply Superin- 
tendent, St. Barnabas Hospital, New York 57, N. Y 


PHYSICAL THERAPIST: STAFF position. Opportu- 
nity for varied experience; 650-bed general hospital, 
near center of cultural and educational activities. Vaca- 
tion, sick leave, and social security benefits. Apply Per- 
sonnel Director, Harper Hospital, Detroit, Michigan. 


WANTED: QUALIFIED physical therapist experienced 
in REHABILITATION technics to treat and instruct pa- 
tients in arthritis clinics of metropolitan hospitals with 
some home follow-ups. Must drive car. Excellent oppor- 
tunity. Apply Arthritis & Rheumatism Foundation, John 
Bartram Hotel, Philadelphia 7, Pa. 


WANTED: PHYSICAL THERAPIST (female) for full 
or part-time work in orthopedic surgeon’s office. Write 
to Daniel B. Eck, 144 South Harrison Street, East 
Orange, N. J. 


REHABILITATION SERVICES, INC., 200 Court Street, 
Binghamton, New York, will have staff physical thera- 
pist position available September 3, 1956. Modern 
facilities, outpatient service, established personnel 
policies, with salary dependent on qualifications. In- 
quire: Ward A. Merrell, Administrator, Rehabilitation 
Services, Inc. 


PHYSICAL THERAPIST wanted for doctor's office, 
new department. Located in community of fifty thou- 
sand. Good salary. Apply to Drs. Lebold and Anderson, 
1489 State St., Salem, Oregon. 


SUNNY SOUTHERN CALIFORNIA County Hospital 
has a vacancy for a Physical Therapist. Fully equipped 
department, paid vacations, sick leave, Health Insur- 
ance plan, and retirement program. Starting salary 
$343, increases to $417. Excellent nearby desert, moun- 
tain and sea shore recreational facilities. Write San 
Bernardino County Civil Service and Personnel De- 
partment, 236 Third Street, San Bernardino, California. 


PHYSICAL THERAPIST: 
duties; 398-bed acute general hospital with expansion 
program underway. Opportunity for advancement in 
planned rehabilitation unit. Liberal personnel policies. 


Staff position with varied 


Address replies to Bx 18, care of the Physical Therapy 
19, New York. 


New York 


Review, 


ter, Kankakee, Illinois; Ottawa, Illinois; Aurora, Illinois. 
Excellent salaries. Contact Elizabeth L. Jameson, Pro- 
gram Consultant, Illinois Association for Crippled, 2325 
So. llth Ave. Broadview, Illinois. 


WANTED: QUALIFIED PHYSICAL THERAPISTS for 
rapidly expanding physical medicine and rehabilitation 
department. Write: Department of Rehabilitation, Cedars 
of Lebanon Hospital, 4833 Fountain Avenue, Los Ange- 
les 29, California. 


NEEDED IMMEDIATELY Physical therapist to or- 
ganize a Home Service Program. Outpatient Physical 
Medicine Rehabilitation Center in University and capitol 
city. Excellent personnel policies. Write: Gloria J. 
Fitzpatrick, R.P.T., Director, Ingham County Curative 
Workshop, 615 N. Capitol, Lansing, Michigan. 


PHYSICAL THERAPIST for well equipped C. P. 
ter; 10 month program. Salary commensurate with train- 
ing and experience. Apply to Director, C. P. Training 
Center, 901-24th St., Newport News, Virginia. 


PHYSICAL THERAPIST: In Hospital-School for re- 
habilitation of children with orthopedic handicaps. Com- 
plete interesting program. Good salary, merit increases. 
Annual paid vacation, sick leave, excellent retirement 
plan. Write Vera E. Dennis, Director of Physical 
Therapy, Illinois Children’s Hospital-School, 2551 N 
Clark, Chicago 14, Ill. 


ORTHOPEDIC CLINIC with three surgeons needs a 
qualified physical therapist to work in two-therapist de 
partment. Salary dependent upon experience. Write: 
Mrs. Margaret Steele Smith, R.P.T., Knight, Ware and 
Sutherland Clinic, 2618 Welborn Street, Dallas, Texas. 


Cen- 


QUALIFIED physical therapist for SUPERVISORY 
position. Salary open. Write Personnel Director, Uni- 
versity of Nebraska, College of Medicine, 4215 Emile 
Street, Omaha, Nebraska. 


PHYSICAL THERAPIST for 500-bed general hospital. 
All types of cases—-mostly acute, short term. However, 
no polio or C. P. Recert graduate acceptable. Inquire: 
Akron General Hospital, Akron, Ohio. 


WANTED IMMEDIATELY: TWO qualified physical 
therapists for staff positions in 565-bed general hospital. 
Good salary with regular increases, vacation holidays 
and sick leave; 40-hour week; laundry and meals pro- 
vided. Write: Mr. Doff Griffith, Physical Therapy 
Dept., Akron City Hospital, Akron, Ohio. 


ASSISTANT CHIEF PHYSICAL THERAPIST to 
supervise technical activities of large qualified staff: 
extensive variety of clinic and hospital cases: oppor- 
tunity for research; 4 weeks annual vacation, disability 
leave, retirement system; knowledge of electromyography 
desirable but not necessary; AND QUALIFIED STAFF 
PHYSICAL THERAPIST: Interesting & progressive de- 
partment with wide variety of clinic and hospital cases: 
opportunity for research; 5-day week; annual leave with 
pay, disability leave, retirement system; salary commen- 
surate with experience and/or specialized training. 
Apply Office of Non-Academic Personnel, or Dept. of 
Phys. Med. & Rehab., 840 S. Wood St., Chicago 12, II. 
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WANTED 


1OWA’S LARGEST PRIVATE HOSPITAL now plan- 
ning expansion of facilities needs qualified physical ther- 
apist. Institution includes 100-bed Raymond Blank 
Memorial Hospital for Children. Post-polio cases, in- 
and outpatient work. Competent professional staff and 
assistants, excellent working relationships. Apply An- 
thony D. Damiani, Personnel Director, lowa Methodist 
Hospital, Des Moines, lowa. 

PHYSICAL THERAPIST WANTED to 
responsibility with present therapist’ in orthopedic 
school. All types of disabilities. Community cerebral 
palsy program centered in school with trained medical 
consultant holding cerebral palsy clinies once a month. 
New million dollar orthopedic under con- 
struction. For complete details write: Donald F. Toffe. 
*rincipal, 815 DeKoven Avenue, Racine, Wisconsin, 


share equal 


school now 


QUALIFIED PHYSICAL THERAPIST: — immediate 


opening, newly equipped department, treat polio ortho- 


pedic and neuromuscular patients; 40-hour week; con- 
genial working conditions; starting salary $66.80 per 
week; 15 paid sick days, 10 paid holidays, and 2 weeks’ 


vacation per year; excellent retirement plan; write or 
apply to Personnel Department, City Hospital, Worcester, 
Massachusetts. 


QUALIFIED PHYSICAL THERAPISTS for immediate 
placement in established Crippled Children’s Hospital 
and rapidly growing comprehensive Rehabilitation Center 
treating wide variety of patients. Well equipped therapy 
department with pools and adequate space. Employee 
benefits. Maintenance if desired. Write: Jack E. Pear- 
son, Morris Memorial Hospital and Rehabilitation Cen- 
ter, Milton, West Virginia. 


PHYSICAL THERAPIST for 190-bed hospital to assist 
present therapist. Volume of work increasing. Depart- 
ment well equipped. Hospital in city of 40,000 popula- 
tion located on St. Clair River and lower Lake Huron. 
Write: L. R. Faust, Administrator, Port Huron Hospital, 
Port Huron, Michigan. 


\ STAFF PHYSICAL THERAPIST for rapidly expand- 
ing rehabilitation center, either experienced or in- 
experienced therapist’ acceptable. Excellent working 
conditions, 37's hour work week, good pay, good person- 
good medical supervision. Wonderful op- 
portunity for staff growth and promotion. Crossroads Re- 
habilitation Center. Contact Roy E. Patton, Executive 
Director, 3242 Sutherland Avenue, Indianapolis, Indiana. 


nel policies, 


MALE PHYSICAL THERAPIST, qualified 


to work with cerebral palsied children. Starting salary 
$350 mo. Spastic Children’s Foundation, 1307 W. 105th 
St., Los Angeles 44, Calif. 

PHYSICAL THERAPIST: for active well equipped 


epartment in large teaching center affliated with 
Washington University. Good salary with regular in- 
creases and paid vacation. Write to Mrs. Ruth Benz, 
Dept. of Physical Therapy, 600 South Kingshighway, 
st. Louis 10, Missouri. 


QUALIFIED PHYSICAL THERAPIST to head new 
department in seventeen-physician clinic. Good salary; 
12-hour week; liberal vacation, holiday, sick leave plan; 
free medical care and hospitalization; pension plan. 
Write: R. B. Schmierer, Clinic Manager, Dakota Clinic, 
702 First Ave. South, Fargo, North Dakota. 


Classified WANT-ADS 


RATES 


The rate per insertion is $1.00 per line. Typewrite 
your advertisement carefully and count 50 charac- 
ters and spaces per line 


ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association 


Closing date for copy and cancellations is two 
months preceding publication date. 


Institutions or physical therapists who do not 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines: 


care of 
1790 Broad- 


Address replies to 
The Physical Therapy Review, 
way, New York 19, N. Y. 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication 


GRAB BARS /or Bathtubs, Toilets and Showers 
OVER 500 OF THE NATION'S LEADING HOSPITALS AND SAMITARIUMS HAVE INSTALLED OUR GRAB BAR EQUIPMENT 


Send for, Brochure-A.l.A. K-35 


Engineering Aid to Institutions and Individuals 


NATIONAL STEEL PRODUCTS CO. « 424 NORTH MANSFIELD AVENUE, LOS ANGELES 36. CALIFORNIA 
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Raytheon 
Uitrasonic 


Exclusive Advantages of the 


Revolutionary Raytheon Applicator 


CHECK these important Raytheon- 
developed advances in new convenience, 
new therapeutic efficiency. . . . 


LIGHTEST APPLICATOR —only 13 ounces. 
SMALL CONTACT SURFACE — effective 


contact with sharp angles, irregular con- 
tours. 


STRATEGIC CRYSTAL SIZE —the result of 
clinical evaluation. Raytheon's 5 cm? crys- 
tal gives an even distribution of heat 
NATURAL GRIP CONTOUR ~— shape pat- 


terned on design of triangular telephone 
handpiece. 


LOW POINT OF BALANCE — applicator 


design makes it virtually “roll-proof.” 


MAXIMUM COMFORT ANGLE — neither 
too high nor too low. No operator fatigue 
with this tested feature. 


Excellence 


in Electronics 


COMPARE this wholly new Ultrasonic Therapy Unit with any 
other unit of its kind. Ask for a den onstration now. The per- 
formance must surpass your most demanding standards. 


RAYTHEON MANUFACTURING COMPANY 
Equipment Marketing Dept.— Medical Sales, Waltham 54, Massachusetts 
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